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PREFACE TO NEW EDITION. 



In preparing the present edition of this work, the general arrangement 
has been retained, and, while numerous alterations in the text were neces- 
sitated by the progress of medicine, as few changes have been made as 
were compatible with the object of setting forth the Science and Art of 
Obstetrics in a clear and concise form. The principal changes will be 
found in the chapters on Anatomy and Physiology. The subject of Anaes- 
thetics in labor has also been more fully discussed, and the articles on 
Antisepsis and Puerperal Septicaemia have been enlarged. Several illus- 
trations have also been added. It is hoped that it will be found worthy of 
the continuance of favor which has been bestowed on former editions. 

The Editor. 
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PREFACE TO FIRST EDITION. 

"Hie (1eii)f;n of tliin book \n to furriifth a uoeful compend and ( ^uhAxjoV 
Utr the utiident, and aliio, ]iy the nyfttcm of qticMion nnd atiHwer, to t;rin(( 
out t)ie more lm)fortflnt fflctft In ObntctrlcA more clearly tlmn can be done 
in the method of conthiuoiiH com)KJiiitirm. On many points it \n difficult to 
determine what in the " received doctrine/' except by the mere numerical 
weight of authorities. 'I'he author has, therefore, attempted to maintain a 
judicious eclecticism, instead of undcrtnkinij the task, impracticable within 
the limits of the iKXjk, of recording all the various and more or less 
received teachings of all authors. H. (i. h. 



PREFACE TO SECOND EDITION. 

The author desires to return thanks for the uniform kindly criticism 
bestowed upon the (irnt edition of this little work, and has endeavored 
by carefully revising its matter and manner to prepare \i for continued use- 
fulness. It has been made more cotnpletc by the addition of paragraphs 
and ilhistrations upon sultjocts before overlooked or inado'iuatcly treated, 
and by an index. 11. («. 1^. 
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^K POINTS TO REMEMBER WHEK ^^^ 
' HYOSCINE-MORPHINE-GACTIH COMPOUND 

iH-M-C, ABBOTT) "^ 

IS EJCHIBITED IN OBSTETRICAL PRACTICE 9 

The (ib^ielricisQ who is unfamiliar, from lavk of personiil "'' 

i-.-.TK-riCDtt, -itith this preparaLion, may Htll bear in mind ihcw ^ 

(i) Vciy nervous women (priiniparie usuaTIf] suffeiini; 
(rum rar/y " oagging" or " false " pains before tlie OS b dilated, 

niuy lecpive one, kalf-streagth tablet which will f^ve born six ' 

!'.• twelve hours' rest. Caulophj-llin (gr, 1-3) »ill, however, ' 

iitlen prove jusi as cffcclivc, and the dose maj be repeatd ^° 

eyrry thirtf tninntci to effect. Wlien true labor pains cornir ^° 

.n\, Kitbhold H-M-C ifll the os is well dilated (unless the ^' 
»3^ is pTolnnged. when iTealment mny be givMi as abovr) 

oaA fipulsire iiaiits begin, Ihen give one half -strength labkl. ^^ 

^Tearing the dose only whtre absolutrly necessary befoie the ^^ 

hf-iii descends upon ihe perineal Soot. Only at this stage ^^ 

til all onlEoaiy i!ajes should the second tablet be given— and ^ 
not then unless needed, as complete ejipulsion (unless fortcps 
are usciJ ) may be delaved . Or, until user is esperienced in 
^ The use of H-M^C in obslettics, this, the final dose, m&y well 

/ be replaced by a lew whiffs of chloroform. ^' 

% {») Where mote than one full-strength or two lulf-strenglb ^^ 

w tablets have been ezbibiled within six houn, it is not dtsiroNt '^ 

to repeal H-M-C prior to the eipulalon of the head unlai '* 

the woman is suffering keenly at this, the fin*! tUge. SbouTd ^'* 

this be the case, inject one half-slrenglh tablet and, after five ^^ 

minntfS, futh Mivcry. ^ 

(3} !■< typical cases (multipanc) "one k/Uf-strtnglh B-U-C 

Mlet ghienaheH Iht ot iiwU iilalcd and aH9tli*ral tk* hod ^^ 

Ttathtt llu ptriruuM" will prove > aafe rule to follow. ^^ 

{,4) H-M-Cgiveninfulldosesrurl^inlaborfbeforeplacen- '' 
tal rimilation is lessened) affccta roolher and fetus. H-M-C 

given later acts promptly upon the mother, but very slightly ^^ 

on the child. "Blue babic*" an not uncommon under any ^° 
pTOCtdure, hut if occaajoned by H-Nf-C at all. ate usiiitt^ \V* 



itiuli (it lull 'i'sca civrn loo early in laljor througU i 
M lion on ehiUI, at ilcliiy, all of which, with a little c 
lie avuiiled. 

(5) In women peculittiy SKsctplibU to H-M-C, < 
i)»ins m&y temporarily ccshi; after Ihc fi^ Iitjeclian. 
they do so, two to five gc'sina of quinine sulphate witi pi 
restore Ihcm. In sumc cosci It may he given ; 
wiiti advantage. Btprai in one-half to one houi i( n 

(6) Uydrastinliie liydmchlnride (gr. i-t2> given w 
htii vratrr will 9|>«e<li1)' fj>niro\ pcrBiaivni "oociag'*- 
ii occuc — after delivery. 

(7) ll I9 weil ulwayi la sei to iS psrsunaltf that the C 
brvnthing nonnall)' before giving it over lo Uio.e 
•uri;. Ligutc and skvlt the cotd [iromiitly (unless d 
ilijtinctly indicnted). Slightly blue or feebly 6 
fanls should be slap^icd smartly with it wet towel, | 
alternately into hot and cold water, and »1iou Id receive gi 
iif cuclin (in solution). 

(8) The physician irnial reniember that a ct 
of all children are bom cyanotic or wiih fceWe )i 
Kuent ataliatics prove that mote ryantitic and still bora 
infants occurred in n given number (over looo) ol doUverie^ 
wlien no aneatliclic was ud ministered than when scopolamine 
nicrphine was exhibited to the mother in proper dosage, and 
H-M-C, Abbott, gives even a better record. These statistics 
arv based upon ttie work of Prof. ICnacnig, director of Hie 
University Woman's Clinic of Friebetg, Geimany, and bis 
assistant, Dr. C. K. Gauss, report of which appeared in 
Clerical Meoicras for May, iga7, and are evidenced br 
many thousands of kindred rejiorls from the doctors ol 
America. Krocnig found and reports an actuul reduction oj 
three percent in Infant mortality in the &isi thnus^md cas» 
ill which scopolamine-morphin^ was used, also less danger 
ci\ postpartum hemorrhage, together with many other advan- 
tages over that secured when no anesthetic was used. 

Judiciously used, H-M-C (Abbott) is undoubtedly safer 
than scopolaminc-mofphinc, or any other e(|ual!y ef&dent 
niicsthelic, in obstetrics. In order, bowever, to be alwa^ 
oti the safe side, we urge the cnrrJul observance of the precau- 
linns given herein. 

Blondes are more susccpliMc both to hyoscine and wopB 
phinc Ihan brunettes anil, iheivlore. a-tjuire the small d 
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of H-ii-C always. Ta this doss of cases, aad also in patients g 

whErc labor is liable lo be •|Uit:e tedious, it is oClcn possible 

to dispense with the morphine after the first dose of H-M-C, _ 

giving only hyoscine in hypodermics of i-ioo grain each; and 
these inblets, likewise of true hyoscine, arc supplied. By 
this means we avoid excessive morphine action Upon the fetus 

and also avoid any over-effects upon molhen who are eape- ^^^^ 
[ rially susceptible to morphine. „ 

When the head U bom and the face is markedly cyanalk 

I (l15 it often la) do not begin to worry about the H-M-C you j 

may have exhibited, but, as usual, suspect a taup aj the cord " j, 

ir*oii( Ihc child's luck, and if it is there, you will of course 5li]i jg 
u linger up and loosen, Orts ckild mil of six picsenl^ 
with one, or more turns of the cord about the neclt. 

After cleansing ihc mouth of mucus with the hooked fori.-- , ^ 

finger, slap thcichild sharply on the butlo(.ks and if it does , 

not gasp iind cry dash a little cold water onto the chest and ^^^ 

abdomen. Should this measure fail, practise artificial ^^ 

respiration; If this fails, the lungs of the child must be re- j, 

peatedly inflated by blowing into them, artificial respiralion ^i 

being (amtinucd. 22 

Alwaj^ plice the child upon its WgW side soaitto fnor ^^ 

ctosiue of the foramen ovale and ficilitale the passage nf -, 

blood from the ascending vena cava into tile right auricle. ^^ 

Finally, it is possible that where full doses of H-M-C are ^^ 

given and the system kept under tlie effect of the drug for ^2 

many hours, the /ftiti may he intluenced by the morphine ^ 

which it contains and, in exceptional instances, may be j- 

narrolized 10 some eitenl ivhen bom. ^^ 

Ordinary care in establishing respiration is, of course, ^, 

CBsenliiil and the attendant should watch the cliild till the ^ 

inluliilorj' effect of the drug upon the respiratory centfrs, ^. 

or Mty other bar to normal conditions, ceases. Normal res- ^. 

piration, with the accompanying oxygenation of the bluoil . 
which it produces speedily brings about nornial conditions. 

Finally, Doctor, ^^■hcn using H-M-C, jusi bring to bear the j, 

good,. e very-day "hotse sense" you usud in your obstelriciil ^, 

work before this agent was U your disposal. ^n 

I>D not imagine that every somnolent or slightly "blue" 

b»by presenting in your practice is due to the tise of "Hyos- j. 

cine-Morphine-Coctin." Cyanotic, and somnolent infants ^^ 
Imve lioen, nnd will be bom in a cettHin pioportion of cases 
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whcllier Ihc mother receives H-M-C .ir not. The still-horn 
•-hild will aidve dend, QDesUiclic or no oneslheiii^— but the 
molher will sufler n«dleEs^gooies if liie Uller is witbheldl 

The child w-ilh a turn or two of the rord uboul ita neck 
will present ryanosed, H-M-C or no H-M-C", and it is "up 
to ynu" lo relieve the pressure as soon as the head is bom, 
You undouWcJIy have had such cases; you will probably 
meet them agiiin iii'd you kimia what to dv uadrr Ike dr- 
f.amililnces. The Jirucedures ntcessaiy are extremely simptc 
iind almost invariably effeciive. \'ou «-ouid deride the sut- 
Ri'on who refused lo use elhcr or chloroform when amputat- 
ing a limb because "somewhere, at some time, a man died 
under an ancsthelie." How, then, can you tefuae to miligalc 
ihc pains i>f labor by the use of H-M-C (Abbott)— which bat 
Iwcn proven sati; in thousands of cases^because of the 
finsHble bijih of a " blue haby," (as likely due to other causes 
»s lo H-M-C) which ran be revi^-ed promptly and eBpedally 
so when, iviih usual care and the Exercise of ordinary thera- 
peutic pretaulion It rarely, if ever, need occur from this cause 
alone. Doctor, clon'l listen to carping, purposeful critics, 
who have ihctr interests and not your welfare at heart. If 
you haw bei:n in errct yourself, if from faulty lechnic you 
have had IrouUle, grt right, use common sense and H-M-C 
in proper proportion, meeting ihe few emergencies which W 
ubvays arl^ in obstetrical piaclire with the skill and ci 
ihc aci'ontheur must always display and smtai is yours. ' 

Chicago, III. Dr. W. C. AaBOTIi'^ 
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"Would Not Htndle an Obstetrical Case WittMUt It" 

It is unfortunate that su many of the medical men do not 
as yet rcalide the value of your products. In regard l-i 
H-M-C; n-ould not handle an obstetrical case without it. In 
all my operative cases at St. Charles Hoapital H-M-C is 
used. The continued uSe shows its satisfaction. I notice 
othet^ are also u.'^ing it at same place. 

In minor surgical work, of which I have a great deal, I 
use H-M-C and find it by all means the proper and safest 
method in conducting such minor operations. 

One cannot say too much for your H-M-C and where I 
can induce its use among fellow practitioners, always do so. 

Aurora, III, A. R. Redeb. M. O^^H 



TABLE OF CONTENTS. 



PAGE 

Introduction, 9 

The Pelvis, 9 

Pelvic diameters, 14 

" planes, 15 

" muscles, 16 

Reproductive Organs. 
Anatomy, 

The Uterus, 17 

Ligaments, 19 

Fallopian Tubes, 20 

Ovaries, 20 

Vagina, 21 

Douglas' cul-de-sac, 21 

Hymen, 22 

Carunculse, 22 

Bulb of Vagina, 22 

Vulvo-vaginal Glands, 22 

Vulva, 22 

Labia Majora, 22 

Mons Veneris, • 23 

Commissures, 23 

Clitoris, 23 

Labia Minora, 23 

Vestibule, 24 

Meatus, 24 

Urethra, 24 

Perineum, 24 

Physiology. 

Ovulation, 24 

Menstruation, 27 

The Breasts 29 

Pregnancy. 

Fecundation, 29 

Changes in Ovum, 30 

Vll 



VIU TABLE OF CONTENTS. 

PAGE 

Changes in Womb, 33, 35 

The Placenta, 33 

Fatal Changes, -. . 34 

Multiple Pregnancy, 36 

Extra-uterine " 37 

Hydatid " 39 

Mole " 39 

Spurious " 40 

Premature Labor^ 40 

Signs of Pregnancy ^ 42 

Lauor. 

Clinical History, 51 

Duties of the Physician, 54 

Mechanism of Labor, 60 

Dystocia. 

Uterine Inertia, 72 

Rigidity of Cervix, etc., 75 

Deformities of Pelvis, 77 

Ovular Dystocia, ' . . . . 79 

Twin Labor, 83 

Accidental Hemorrhage, 84 

Placenta Previa, 84 

Post-partum Hemorrhage, -87 

Rupture of Uterus, 88 

Eclampsia, • . . 89 

Placental Dystocia, 92 

Inversion of Uterus, 93 

Obstetrical Operations. 

The Forceps, 95 

Version, loo 

Embryotomy, • , . lOI 

Csesarean Section, 104 

Induction of Labor, X05 

The Period after Delivery. 

Involution of the Uterus, X06 

Puerperal Diseases, 109 

Congenital Defects, . I13 



QUESTIONS 



ON 



OBSTETRICS. 



INTRODUCTION. 

What is Obstetrics ? 

The science and art of affording aid to women in labor. 

What is meant by science and art ? 

The science of Obstetrics embraces the definite rules of procedure 
founded upon a*correct knowledge of the nature of Labor and its compli- 
cations ; the art consists in the skillful carrying out of these rules. The 
science may be taught in books and lectures ; the art must be acquired by 
practice at the bedside. 

How may the subject be divided ? 
1st. The Anatomy of the parts concerned in labor, viz. : the reproductive 

organs and their surroundings. 
2d. The Physiology of these parts. 
3d. Their Pathology, including all deviations from the natural course of 

labor. 
4th. The treatment of natural and complicated labor. 

What are the reproductive organs of woman ? 
1st. Internal, viz. : the ovaries, oviducts, uterus and vagina. 
2d. External, viz. : the mons veneris; labia majora and minora ; clitoris; 

vestibule and meatus urinarius ; hymen or carunculse my rti formes ; four- 

chette and perineum ; and also the breasts. 

Where are they situated ? 

With the exception of the breasts and mons veneris, they are placed 
within the Pelvis^ or below it, between the thighs. The mons veneris is 
placed du-ectly upon the symphysis pubis, and the breasts on the pectoralis 
major muscle of either side, from the 3d to the 7th rib. 
B 9 



THE PELVIS. 
What is the Pelvis ? 

A bony slructore, placed hI the end of the verleliral colui 
Why is it called the pelvis ? 
Because, wbea clatlieil with muiicles, ligaments anil fasd.!.', it resembles 

Of how many bones is the obstetrical pelvis composed ? 

Fi»e : the lost lumbar.vertebta, sacrum, coccyx, and Iwo ossa innominata. 



I It 



What is the aacrura ? 

■edge-siiaped lione, apparently fori 
urved, being concave in front. 



ed by the fusion of live 



H-ith the 



How many articular surfaces does it present? 
Sin; by three it is connected with the last lumbar vertebra 
me on each side, with tbe ossa innominata, and by one bel 

What is the coccyx ? 

A small and umilarly wedge-shaped bone, apparently formed by the 
fiision of three or four vertebral bodies. It has one articular surface above, 
by which it ia connected with the sacmm. It tapers from that bone, and 
is supposed to be the remains of our ancestral tail. 

What are the ossa iDnominala ? 

The haunch bones, of irregular shape, articulalirtg internally with the 
sacrum behind and with each other in front. Each oa innominatum is com- 
posed, origiually, of three separate pieces, the ilium, ischium and fniiti. 
Their point of juncture is found in a cup-shaped depression on the out- 
side of the bone, called the acetabitlum. 

When do the several parts of the os innominatum unite ? 

By the twenty-fifth year. 

What uses has the pelvis ? 
IsL To support and transmit the weight of the body. 
2d. To contain and protect certain m^ans. 
3d. To serve as a parturient tube or canal, through which tlic child may 

be definitely guided during labor. 

To what parts is the weight of the body iiansmitied ? 

To the femora in the erect posture, and 10 tliu tuberosities ' 
PD the filing posture. 
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How is the weight of the body transmitted to the femora ? 
By two beams of bone, consisting of the upper part of the sacrum and 
body of the ilium on either side. 

What are these beams called ? 
The sacro-iliac beams (see Fig. i). 

What prevents these beams from being pushed in and out at 
their distal ends ? 

Another beam is placed between them, extending from one acetabulum 
to the opposite one, consisting of the upper part of the pubes on either 
side. 

What is this beam called ? 
The pubic beam (see Fig. i). 

Fig. X. 




B, with half of A = the left sacro-iliac beam, transmitting weight to the femur F. 
C = the body of pubes, constituting with its fellow the pubic beam. 

Why are these beams not straight ? 

They are arched outwardly to make more room in the pelvis, to enable 
it to fulfill its second and third uses (Fig. 2). 

How is the diminution in strength of the sacro-iliac beams, 
caused by this arching, remedied ? 

By » buttressing the beams by that expansion of the sacrum and iliac 
bones, called the wings of the ilia and sacrum (Fig. 3). 

How are jarring and concussion prevented ? 
By placing joints at the centre of each beam. 



THE PELVIS. 



^^B What is Itae Pelvis? 

^^^K A bony structure, placed at the end of the vertelital column, 

^^H Why is it called the pelvis ? 

^^^H Because, wlien clolhcd with muiicles, ligaments and fosd:!:, it 

' < 



I 



Of how many boaea is the obstetrical pelvis compoaed ? 

he last lumLat, vertebra, sacrum, coccyx, and two ossa innominala. 
\Vhat is the sacrum ? 

'edj^e-shapcd bone, apparently formed by the fusion of five vertebra;. 



w many articular surfaces does it present ? 

; by three it is connected with the last lumbar vertebra, above; by 

1 each side, with the ossa innominata, and by one below, with the 



I 



What is the coccyx ? 

A small and similarly wedge-shaped bone, apparently formed by the 
fusion of throe or tourvertebral bodies. It has one anicular surface above, 
by which it is connected with the Bacrum. It lapers from that Ijoqc, and 
is su]iposcd to be the remains of our ancesttal tail 
What are the ossa innominata P 

The haunch bones, of irregular shape, articulalmg internally with the 
ilh each other in front. Each os innominutum is com- 
posed, originally, of three separate pieces, the ilium, ischium and /a4«. 
Their point of junclure is found in a cup-shaped depression on the out- 
side of the bone, called the aeilahiihim. 

When do the several parts of the os innominalum unite ? 
By the twenty-Gfth year. 
What uGcs hag the pelvis ? 
ISt. To support and transmit the weight of ilie body, 
ad. To contain and protect certain oi^ans. 

3d. To serve as a parturient tube or canal, through which the child may 
be definitely guided during labor. 
To what parts is the weight of the body transmitted ? 



To the fe 
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How is the weight of the body transmitted to the femora ? 
Py two beams of bone, consisting of the upper part of the sacrum and 
body of the iUum on either side. 

What are these beams called ? 
The sacro-iliac beams (see Fig. i). 

What prevents these beams from being pushed in and out at 
their distal ends ? 

Another beam is placed between them, extending from one acetabulum 
to the opposite one, consisting of the upper part of the pubes on either 
side. 

What is this beam called ? 
The pubic beam (see Fig. i). 

Fig. X. 




B, with half of A = the left sacro-iliac beam, transmitting weight to the femur F. 
C = the body of pubes, constituting with its fellow the pubic beam. 

Why are these beams not straight ? 

They are arched outwardly to make more room in the pelvis, to enable 
it to fulfill its second and third uses (Fig. 2). 

How is the diminution in strength of the sacro-iliac beams, 
caused by this arching, remedied ? 

By » buttressing the beams by that expansion of the sacrum and iliac 
bones, called the wings of the ilia and sacrum (Fig. 3). 

How are jarring and concussion prevented .' 
By placing joints at the centre of each beam. 
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THE PELVIS. 

What is the Pelvis ? 

A bony structure, placed at the end of the vertebral column. 

Why is it called the pelvis ? 

Because, when clothed with muscles, ligaments and fasciae, it resembles 
a basin. 

Of how many bones is the obstetrical pelvis composed ? 

Five : the last lumbar, vertebra, sacrum, coccyx, and two ossa innominata. 

What is the sacrum ? 

A wedge-shaped bone, apparently formed by the fusion of five vertebrae. 
It is curved, being concave in front. 

How many articular surfaces does it present ? 

Six : by three it is connected with the last lumbar vertebra, above ; by 
one on each side, with the ossa innominata, and by one below, with the 
coccyx. 

What is the coccyx ? 

A small and similarly wedge-shaped bone, apparently formed by the 
fusion of three or four vertebral bodies. It has one articular surface above, 
by which it is connected with the sacrum. It tapers from that bone, and 
is supposed to be the remains of our ancestral tail. 

What are the ossa innominata ? 

The haunch bones, of irregular shape, articulating internally with the 
sacrum behind and with each other in front. Each os innominatum is com- 
posed, originally, of three separate pieces, the ilium j ischium and pubes. 
Their point of juncture is found in a cup-shaped depression on the out- 
side of the bone, called the acetabulum. 

When do the several parts of the os innominatutn unite ? 
By the twenty-fifth year. 

What uses has the pelvis ? 
1st. To support and transmit the weight of the body. 
2d. To contain and protect certain organs. 
3d. To serve as a parturient tube or canal, through which the child may 

be definitely guided during labor. 

To what parts is the weight of the body transmitted ? 
To the femora in the erect posture, and to the tuberosities of the ischU 
in the sitting posture. 
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How is the weight of the body transmitted to the femora ? 
Py two beams of bone, consisting of the upper part of the sacrum and 
body of the ilium on either side. 

What are these beams called ? 
The sacro-iliac beams (see Fig. i). 

What prevents these beams from being pushed in and out at 
their distal ends ? 

Another beam is placed between them, extending from one acetabulum 
to the opposite one, consisting of the upper part of the pubes on either 
side. 

What is this beam called ? 
The pubic beam (see Fig. i). 

Fig. X. 




B, with half of A = the left sacro-iliac beam, transmitting weight to the femur F. 
C = the body of pubes, constituting with its fellow the pubic beam. 

Why are these beams not straight ? 

They are arched outwardly to make more room in the pelvis, to enable 
it to fulfill its second and third uses (Fig. 2). 

How is the diminution in strength of the sacro-iliac beams, 
caused by this arching, remedied ? 

By » buttressing the beams by that expansion of the sacrum and iliac 
bones, called the wings of the ilia and sacrum (Fig. 3). 

How are jarring and concussion prevented .' 
By placing joints at the centre of each beam. 
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How is the diminution of strength caused by these joints 
remedied ? 

By covering them with powerful ligaments. 



Fig. 




The same as in Fig. i,but with the beams arched; the dotted lines show the original 

direction of force. 



Fig. 3. 




The same as in Fig. 2, with the arches strengthened by the addition of the iliac wings, 
etc. The dotted lines below show the sub-pubic arch in front and the beginning of the 
ilio*ischiatic beams. 



How is weight transmitted from the vertebral column to the 
tuberosities of the ischia ? 

By two beams of bone, placed directly under the sacro-iliac beams, 
consisting of tbe ischium and under portion of the ilium on either side. 




■they called ? 



How are they held togethe 
By anolher arched lieam, pli 
called ihe sub-pubic beam. 
What is the great sacro-sciatic notch 
The arched space under ibe ilio ischialic U 
What bony projection ia found in it ? 
The sjiiiie of ihe ischium. 



;d directly under Ihe puliic 



I w 



e spine of the jscliiiim. 
the obturator foramen ? 
The space hetweea the pubic ajid sub-pubic beams on encli side. 

jirane which gives altaclmienl to muscles. 

How may a female pelvis be distineuisbed from tbe male ? 

In ihc female, Ihe sub-pubic beam is more roundly nrcheil and iis edges 
more everted ; Ihe transverse diameters are relatively greater, and the 
anleropoElerior diameters relatively less; the imnsversc diameter of Ihe 
inlet cnisses the anieio-poslerior at a point in front of the inlersection of 
the oblique diameters, a.n(l the ischial spines are lo the outer side of plumb 
lines d[ii[ipcd from ihe posterior SiUperior iliac spines. (Some female pelves, 
especi3.lly amoDjr ilie luuier races, approach the male type.) 

What joints exist in the pelvis ? 

Thtee lumbosacral above (one between the bodies and two between 
Ihe articular processes], two sucro-iiiac (one on each side), the pubic juinli 
in front, and the sitcro- coccygeal joint, behind. 

What are Ihe pelvic joints called ? 

Symphyses, and the pubic joint is often called, by way of distinction, 
Ihc symphysis. 

What kind of joinlB are they ? 

Am])liiarthrodial, with the ejiception of those formed by the articular 
processes of the sacrum and last lumbar vertebra, which are arthrodial, 
and are lined by synovial membranes. The sncro coccygeal joint is always 
freely movable, and has a demonstrable synovial sac; the other joints can 
only be shown lo have sacs during pregii.incy. 
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What is the sacral promontory ? 

The projection or angle formed by the top of the sacrum in front at its 
junction with the vertebra above. It is often called simply the promontory. 

What is the ilio -pectineal line ? 

A bony ridge or raised line, which, beginning at the promontory, ex- 
tends around each side of the pelvis, within, until it meets the opposite line 
at the symphysis plibis. 

What parts lie above it ? 

The wings of the sacrum, iliac fossae and crests, and the last lumbar 
vertebra forming the bony parts of X^iq false pelvis. 

What lies below it ? 
The true or obstetric pelvis. 

What is the ilio-pectineal line said to bound ? 

The inlet of the pelvis, because the child must first enter the pelvis 
through this bony ring. It is called also the superior strait^ and the pelvic 
brim. 

Where is the pelvic outlet ? 

It is bounded by the tip of the coccyx behind, by the tuberosities of the 
ischia on the sides, and by the sub-pubic arch in front. It is called also 
the Inferior strait. 

What is the pectineal eminence ? 

The point in the ilio-pectineal line which is opposite the acetabulum, 
and is slightly raised above the ordinary level of the line. 

What is the ilio-ischiatic line ? 

A slightly raised ridge, on the inside of the pelvis, which begins at the 
pectineal eminence and ends in the ischiatic spine on either side. 

What are the diameters of the pelvis ? 

Lines drawn from various points of the pelvic cavity, to facilitate the 
description of the relations which the child's surface bears to the pelvis 
during its passage through it. 

What are the diameters of the inlet ? 
The conjugate, two oblique, and the transverse. 

What is the conjugate diameter of the inlet ? 
A line drawn from the promontory to the top of the symphysis pubis. 
It is about four inches long in the normal pelvis. 

What are the oblique diameters ? 

Lines drawn from the sacro-iliac symphysis of either side to a point in 



front of ihe pectmeal emioence of the opposile side (Meadows). The 
one drawn from the right sacro-iliac symphysis is called the right oblique ; 
the one from the left symphysis, the left oblique. They are about five 
inches long. 

What is the transverse diameter of the inlet ? 

A line drawn directly across Ihe pelvis from one pectineal eminence to 
the other. In the normal pelvis it is slightly longer than either of the 
oblique diameters. 

What are the diameters of the outlet? 

The conjugate and transverse. 

What is the conjugate diameter of the outlet ? 

A line drawn from the Lip of the coccyx to the under edge of the sym- 
physis pubis. It is of variable length, owing to the mobility of the coccyx, 
but when the latter is extended,' during lalwr, it is the longest diameter of 
the outlet, and mtiy measure Bve inches. 

What is the transverse diameter of the outlet .' 

A line drawn from one 
tul>erosity of the ischium to *' , 

the opposite one, and meas- 
ures B little less than four 
inches in the normal pelvis. 

What are the planes 
of the pelvis ? 

Imaginary levels, drawn 
through any part of the 
pelvic circumference (I'lay- 
r^r), to facilitate the de- 
scription of the relations of 
the pelvis to the cbild, ver. 



lebral 










They may be illustrated by 
pieces of card-board cut so 
as to fit the pelvic cavity at 
'"'>''<"«'■ '/. C^niugat"dtam"ttrrfCh.'!kt 

What planes are important ? 

The plane of the inlet and of the outlet. 

What is the plane of the inlet ? 

A plane drawn transversely through the conjugate diameter of the inlet 
and limited by the circumference of the inlet. 
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What is the plane of the outlet ? 

A plane drawn transversely through the conjugate diameter of the outlet 
and limited by the circumference of the outlet. 

How are these planes used to show the position of the pelvis in 
different postures ? 

In the erect posture the plane of the inlet makes an angle of 60° with 
the horizon. In the semi-recumbent posture the same plane is directly 
horizontal, and in the recumbent posture it forms a reversed angle of 45° 
with the horizon. 

What is the axis of the pelvis ? 

As usually given it is a line drawn from the centre of the conjugate 
diameter of the inlet, parallel to the face of the sacrum and coccyx, to the 
centre of the conjugate diameter of the outlet. (The line ^ >& in Fig. 4.) 

How is the pelvis lined within ? 

By certain muscles, blood vessels, nerves and fascise. 

What muscles are contained in it ? 

1. The PsoasMiacus muscle on either side, consists, first, of the iliacus 
internus, which, in its origin, covers almost the entire inner aspect of 
the wing of the ilium, uniting with the psoas magnus, which passes over 
the upper border of the sacrum. Their conjoined body passes along 
the border of the sacroiliac arch, and by a common tendon passes out 
of the pelvis, between the anterior inferior iliac spine and the ilio-pec- 
tineal eminence, to be inserted upon the femur. 

2. The Pyriformis muscle on either side, which covers with its insertion 
the face of the sacrum, and passes out of the pelvis under the sacro- 
ischiatic arch, to be inserted upon the femur. 

3. The Obturator internus muscle on either side, which covers the ante- 
rior pelvic walls and passes out under the sacro-ischiatic arch. 

»■ 

What obstetric uses have these muscles ? 

Besides serving as a soft lining to the bones, the psoas iliacus furnishes 
a cushion, or guard, for the iliac vessels and nerves, preserving- them from 
pressure, while the pyriformis performs the same office for the sciatic nerve, 
which lies along its border. 



r womli is a hollow or rousciilar orjjan, siluaieJ in tlie i 
the pelvis, between Ihe bladder and the rectum. 



^^M THE REPRODUCTIVE ORGANS 

^^^B THE INTERNAL. ORGANS. 

^^^L What and where is the Uterus ? 
^^^K Tl 

^^^r What are its shape and din 

It reseinbles a pear cut in two, the anterior surrace being flat, and the 
posterior rounded. It is three inches long, iwo inches broad (above) anil 
one inch thick, and weighs in ibe virgin almul one ounce. 
Into what parts is il divided ? 

Into, IM, the cervix or neck, about an inch long, and 3d. (he im'iy or 
(jiuiiiiis. 

What are the cornua of the uterus ? 
The upper and outer angles are called the cornua. 
How is the cavity of the ulerOs divided ? 

Into the cavities, of the cervix anii \ioAy. The first is rusiform, ami 
Fippean 10 be an antechambei to the niain caviljr; the taller is triangular 
Ilin outline, but with ils walls in apjiosition (see Figure). 




I What openings are found in the cervix i 
The OS extemum, oi os uteri, catleft also /ie os, is a smal) opening into 
the cavily of the cervix at the lower end of the cervii. The conslriction 
between the cavities uf the neck and body is called the os internum. 
What is the BtructuTCofthe uterus? . 
; It is mainly composed of musculsr tissue, with fibrous connective tissue, 
blood vessels find nerves. On the outside, it is mainly rovored with peri- 




lined willi mucous membrane, called the 

How are Ihc muscular fibres arranged 7 
lor the most patt they are irfegularly and 
mextricubly interlaced [and surround the large 
bload vessels wbich peneliate between them), 
but a circular arrBngement of fibres is fount! in 
the cervix, wbile io the body the majority are 

What kinds of blood vessels are found 
in the womb ? 

The arteries are mainly small, and helicine 
or "piral, while Iht veins are short, of large 
ciliber, and finely communicniing: |]eculiarilies 

composed of a modified erectile tissue. 

How is the uterus supplied with nerves P 
tst. The main nerves pmceed from a wcll- 
n the lumbo sactat region (the !<exua1 brain), 
[vous system also furnishes lihres. 
' 3d. The vaso-molor apparatus has much inlluence upon the womb. 
4th. Independent ganglia, like those found in (he heart, are imiicdded in 
the uleritie tissue. 

What kind of mucous membrane lines the uterus 7 
The membrane lining the body is quite thick and vascular, and is 
■ composed — 

1. Of a mesh of connective tissue conlflining many spindle-shaped cells. 

2. Of many tubular glands, which give the surface of the membrane a 
perforated appearance. 

S. Of ciliated cylindrical epthelium cells, which line the glands and the 
onter siarface of the whole membraue. 
The membrane lininjr the cervix is continuous with that of the body, 

and is substantially the same, except in being thrown into numerotis 

longitudinal folds, and in containing racemose, not tubular, glaiiils. 

What distinguishing peculiarity has the uterine mucous mem- 
It has no basement layer of connective tissue, and merges irregularly iolu 

the muscular tissue. 



defined ni 
f. ad. The sympnlliel 



W^at kind of mucus is secreted by the uter 
brane ? 

A viscid, alkaline mucus, 

.What are ovula Nabothi ? 

The racemose glonds in the cervical mucous membrane are sometimes 
occluded, while Ihe accretion continaes until the gland becomes quite large 
and globular. The; are often a source of much irrilaliun. 

How does the peritoneum cover the uterus f 

It completely invests the uterus above, in front as far as the juncllon of 
Ilic body and cervix, where ihc hladdcr touches Ihe womb, and behind ss 
far as Ihe junclion of the uterus and vagina. 

What is the broad ligament of the uterus ? 

The extension of the peritoneum over the uterus causes two folds of 
[leriloneum lo be brought t<^ether at its sides, and these extend across the 
pelvis, to be merged into the common abdominal peritoneum. Tbese 
transverse folds, enclosing muscular and fibrous tissues, blood vessels, nerves 
and lymphatics, are called the broad ligament, and divide tbe pelvis into 
two compart men Is; in the anterior one tbe bladder is situated, in the pos- 
terior, the rectum. 

What are the round ligaments ? 

They are two rounded cords, composed of fibrous tissue, interspersed 
with muscular filires, which extend underneath the peritoneum, from 
the eomua of the utems lo the top of the pelvis in front, where lliey pass 
through the inguinal canal to be inserted in the conneclive tissue of the 
labia majorn. 

What are the ulero-sacral lisaments? 

Bands of fibrous tissue which pass from either siiie of the uterus to [he 
sacrum, and ate of considerable strength. 

What are the vesico-uterine ligaments ? 

Small folds of peritoneum which pass between the uterus and the 
bliiddcr. 

What IB the normal pas ition of the uterus ? 

The uterus is placed nearly in the centre of the pelvis; so that a line 
drawn from tlie top of the symphysis lo the middle of the second bone of 
the sacrum would touch its top. lis long axis is nearly parallel to the face 
of the sacrum and to the posterior wall of ihe symphysis pubis. Knl it 
musl 1m> renicmbereil Ihal ihe uterus is movable, and Isl. rises and falls 
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with the respiratory movements, and, 2d, is pushed backward and forward 
by the varying conditions of fullness in the bladder and rectum. 

What supports the uterus ? 

1st. The uterus is swung from the sacrum by the utero-sacral ligaments. 

2d. It is slightly supported or belayed by the broad, round, vesico-uterine 
ligaments. 

3d. The walls of the vagina act as a fleshy column of support, being in 
turn supported by the perineum. 

4th. "The retentive power of the abdomen" (Duncan), due to the exist- 
ence of a partial vacuum in the abdominal cavity, aids in maintaining 
the uterus in its normal position. 

What is a double uterus ? 

A uterus containing two cavities separated by a longitudinal septum. 
Occasionally the whole genital tract is double, the septum extending to the 
vulva, so that there are two vaginae. 

Sometimes a single comu of the uterus is developed to such an extent 
as to be capable of containing a foetus during gestation. 

What are the Fallopian tubes ? 

The Fallopian tubes or oviducts are small tubes which extend from each 
cornu of the uterus. 

What is their structure ? 

They are continuous in structure with the uterus, being mainly muscular, 
covered with peritoneum and lined with mucous membrane, which is iden- 
tical with that of the uterus. The average calibre is one-sixteenth of an 
inch, and their length about five inches. 

How do they terminate ? 

In an expanded or trumpet-shaped end, called the fimbriated extremity, 
because it is fringed with little prolongations of tubal tissue, one or more 
of which is adherent to the ovary of the same side. 

What and where are the ovaries ? 

Two glandular bodies imbedded in the posterior surface of the broad 
ligament, one on each side of the uterus, but not covered by peritoneum. 
They are about the size and appearance of blanched almonds. 

What is the structure of the ovary ? 

It is mainly composed of dense fibrous tissue, containing muscular fibres 
and covered by a delicate cortical layer of fibro-plastic tissue, in the meshes 
of which are found the ovisacs in different stages of development (see 
Ovulation). 



What is tbe parovarium ? 

The paiovariuni, or orgno of Rosenmllllet, consiala of several tulles 
placed lietweeD the folds of the broad ligament. There is one on eacli 
side of the otenis. They are supposed to be Hie remains of the yftilffian 
bodies, aud huve no known function. They are aimlngous lo the epididjiniis 
of the male. Very large cysts are soraeliiiies developed from them 

What is the vagina ? 

A tube which serves to connect the uterus and its appendages with the 
outside of the body. It is attached above to the uterus and terminates 
below in the vulva. 

How is the vagina attached lo the uterua ? 

It is inserted upon the outside of the womb, at the junction of the body 
and neck, so that the neck of the uterus projects into tbe tube. 

What is the structure of the vagina ? 

It is composed of (ibtous connective tissue and of muscular fibres, for tbe 
most part circularly arranged. f>n the outside it becomes continuous with 
the ordinary cellular tissue or packing of the pelvis ; within, it is lined with 
mucous membrane, which is reflected over the cervix uteri above, and below 
is continuous with the mucous membrane of the vulva. 

How does tbe mucous membrane of the vagina differ from tbat 
of the uterus ? 

It is composed simply of flat or pavement epithelial cells, and has only 
a. few glands. Numerous depressions or crypts in the membrane answer a 
similar purpose and secrete a mucus of acid reaction. In the virgin it is 
disposed in many transverse ridges, called rujjw. 

How long is tbe vagina? 

Its anterior wall is rjuite short, extending from the vulva almost directly 
lo its point of insertion, a small pouch being formed above, called tlie 
anterior vaginal pouch. The posterior wall is longer, being jirolonged 
upward Co form a larger pouch behind the Uterine neck, called the posterior 
vaginal or relro-utetine pouch. The average lenglli of the vegina is fruiu 
3 lo 5 inches, varying in individu.ils and in races. 

Where is Douglas' cul de aac ? 

It is situated in the abdominal cavity, directly behind the posterior 
vaginal poucb, and thererore between the vagina and rectum. It is a very 
important space, because, being the most dependent portion of the abdom- 
iual cavity, efTusions of blood or other fluid and tumors of various kinds are 
often (o be found in it. 
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How does the vagina terminate below ? 

It terminates in a circular fold of mucous membrane called the hymen. 
From the fact that this fold is often more developed in its posterior half, it 
usually appears as a crescentic fold, stretching across the opening of the 
vagina. 

What is an imperforate hymen ? 

The membrane sometimes completely closes the opening of the vagina, 
and is then said to be imperforate. 

What is the structure of the hymen ? 

It is composed almost entirely of mucous membrane, and is easily 
torn by the entrance of the male organ, but is sometimes firm enough 
to resist any ordinary pressure, and may cause delay in labor by its 
presence. 

What are the carunculse myrtiformes ? 

When the hymen is torn and greatly stretched, as by the passage of a 
child's head, or a large fibroid tumor, its fragments undergo atrophy, and 
there remain littFe wart-like elevations in the line of the hymen, called 
carunculse myrtiformes. It is said, however, that these bodies sometimes 
coexist with the hymen, being placed a little distance behind it. 

What is the bulb of the vagina ? * 

A mass of erectile tissue, mainly composed of short, venous sinuses, 
shaped somewhat like a pair of saddle bags, and placed over and at the 
side of the vagina. 

What are the vulvo- vaginal glands ? 

The vulvo-vaginal glands, or glands of Bartholin, are two small bodies 
situated just behind the hymen, one on each side. They are imbedded in 
the cellular tissue around the vagina, and empty by a small duct on either 
side. They secrete a thin mucus, which is expelled freely, and even by 
jets, during venereal excitement and coitus. 

THE EXTERNAL ORGANS. 

What is the vulva ? 

The name given to the external organs collectively, but often used to 
denote the genital fissure or vulval canal. 

What are the labia majora ? 

Elevated folds of cutaneous tissue, which are found on either side of 
the genital fissure. 
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What is the structure of the labia majora ? 

They consist of CDtaneoii9 foldii cont^iaing ioo^ly arranged cellular 
tissue, with some fab On the outer surface they are covered by a Tree 
growth of stout, curly hair, similni to that found on the axilla. On their 
inner surface they are fumifihed with a cousidcrnble number of sebaceous 
follicles. 

What is the mons veneris ? 

An eminence of cutaueouii tissue, the anterior termination of the labia 
majora, situated directly upon the symphysis pubis. It is well padded with 
fat and covered with an abundance of hair. 



I 

■ ► posl 
but 

p 



What is the a 

The point just under the nions, where the labia meet in front. The 

of the genital fissure. 
What IE the poBlerior commissure ? 
The posterior limit of tlie genital iissure, or the point where the labia 

posteriorly. 
What is the fourchctle? 

When the genital fissure is made to gape by the fingers pulling apart 

labia majora, a fold of mucous membrane is made lo project behind the 

posterior commissure, which is called Vae fiurchclU. The little dimple or 

cup between tlib fold and the commissure is Called the fossa navicularis, 

but neither of them have any existence until artificially produced in this 



What is the clitoris 7 

ill cylindrical body, about an inch In length, which resembles and 
aslogue of the male penis. It consists of two corpora cavernosa, 
-e attached to the under edge of the pubic bone, and by their fi-ee 
id project slightly under the anterior commissure. The part which is 
rible is about the size of a pea. 
What are the labia minora? 
Called also the Nympha. They are two folds of daitoid tissue, covered , 
by skin, which cover the clitoris in a manner similar to the prepuce of the 
penis, and extend backward along the sides of the labia majora for about 
One-half their extent. 
What i! 
It nearly resembles that of the i 
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What is Ihe vestibule ? 

The space wliich exiends from the cliloris to the opemog uf the vagina, 
acd is Imunilcii lutei-illy by the labia minora, 

Wbat and where is the meatus urinariua ? 

Il is the opening of the urethra, and ii placed at Ihe posterior limit of 
the veslibutc, and therefore just above the opening of the vagina. It is 
silualed in a tubercle or sliglil eminence. 

How long is the female urethra ? 



How is the urethra situated with respect to the vagina ? 
It lies directly over it, and can be distinctly recogniied, by the finger 
introduced into Ihe vagina, as a tubular ridge above the anterior wall of the 

What is the perineum 7 

The space lielween the vulva am) anus, and bounded laterally by the 
hberosities of the ischia. 

What is the perineal body ? 

a of a wedge-shaped band of fibrous elastic tissue, which 
OSS from one tuberosity to the other, and is interposed between 
n uf the vagina and rectum. 
What other Btnicturea of importance are found in the perineum ? 
s perincei and levator ani muscles, and also fibres of the 
r muscles, which ate placed uboul the ends of the vagina and 



PHYSIOLOGY. 

OVULATION. 
I What is the function of the ovaries -> 

, To furnish ova, or eggs, which are the primitive germs of the human 
and the necessary female element in reproductiun. 
What IB the function called 1 
Ovulation. 

How early in life does ovulation begin ? 

In childlitud. [Sioedy and Hausm.-inn found evidence of ovulation in 
L of infants examined by them.] But it does not occur wuh 
h vigor aniil womanhood. 



Where are the ova found ? 

In small cystic bodies called Wisacs, or 

here lieing usually ^u[ one ovum in each t 

How many ovisacs exist in each ov 

They are variouBly cstimaled from jo.c 

)r so can be observed at nny one lime. 



Graafian vesicles (or follicles), 

iry? 

X) to 650,000, but only a score 
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Describe the ovum when fully developed. 

The ovum, when Tully developed, is a spherical mass of protoplasm, 
,;>.jih ofan inch in diameter. It is structureless, except that it contains, at 
>ue point, a small body, like a nucleus, called the germinal vesicle, which, 
n turn, contains a smaller body, like a nucleolus, called the germinal spot, 
rhe ovum is surrounded by a thin envelope of nlbuminous matter, called 
lie zona pellucida, or vitelline membrane, but which is not a distioct mem- 
:)tane until afierimpregnation, the ovum itself being Called, also, the vilellus, 
)r yolk. 

Fig, 7. 




Describe the process of ovulation. 

The ovisac, at first very minute, is imbedded in the cortical layer of the 
ovary. Its well consists of a layer of cells, called the membrana propria, 
within whiell is found a second layer, the membrana granulosa. An accu- 
mulation of these cells form a little mound, called the proligerous disk, and 
in this the ovum is situated. These cells secrets within the ovisac an 
albuminous fluid. While the ovisac increases in sice, it also approaches the 
surface of the ovary, having tlien attained a diameter of one foanh to one- 
lialfof an inch. At this point it i(o/r ^rffrui'jif , while the fluid continues to 
be secreted in its interior. This finally subjects the ovisac and the over- 
lying covering of the ovary to a bursting pressure; the ovisac is ruptured. 
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and (lie ovum, with same of tlie fluid ani epuLclium of llie o 
enlnided upon the surface of ihs ovory. 

What happens to the ovisac after the discharge of the ovum 7 ] 

Several things may occur : — 
I, The entire cantenls of the rurtsac ma; be exirudeii, (he walls cotlap^ 

and within a week or two a small linear cicatrix only is left to show ll 

orulatioD hm occurred. 
I. Some blood may be eSiised into the sac at ihe lime of ruptare. 

is formed, which is slowly absorbed; rs its hn.>roalin becomes faded a 

jcUowish, it is called the corfiui lufeum. 
3. Should the woman become pregnanl, Ihe walls of ihe ovisai 

tiiiue to secrete fluid. This is due to the iocreased blood sapply whiol 

preeoancy occasions ; and this leads 10 the (onnolion of a large, yellov 

ish body, called the corpus liilium of pregnancy. 

How is the appearance of the ovary affected by age ? 

lu youlh it is smooth: after repeated uvubllon it Wcomes Gssm'ed a 
wrinkled; in old age atrophy takes place, and it returns Ic. nearly its iApI 

What happens to the ovum after its escape from the o 

I. It may drop into the alidomina.1 covityand ]>crisli. 

Z. It is wafted toward the open end of tlie Fallopian lube hy 1 

current in the fluid liathing the tissues, which current is caused by the 
action of ciliated epithelium cells, and a always directed toward the tube. 

3. The end of the lube may, by a spasmodic movement, clasp the surface 
of the ovary and draw the ovum into the tube. 

4. When in tbe tube it is passed on lo ihe womb (n) by a cilioiy c 
aad(j) by peristalsis, and from the womb it isdischatged with the mnc 
etc., unless fecundated. 

5. Il may become fecundated and remain within the inotber until de»^ 
oped into a child. 

How often does ovulation take place i 
Il is irr^ular in its occurrence. A number of ovbf 

being developed, with greater or leas rapidiLy, and the am 

supply of the ovary controls tlie rate of development. Fiequoilil 

leads 10 frequent oiulalion. for this reason. 

What is the usual Interval between the discharge of b 



Usually 01 



month, liecau 



; the 



n the 111 




s Menstruation? 
h. periodical di^turhance in the female, characteri;Lfil by 
FAh increase in Lbe vaaculur lensian througliout the lioiiy. 

2. A special delerminntioQ of blood to the peWic organs (nr jiclvie hyper- 

3. A reuovalion of the uterine mucous membrane. 

4. A discharge of blood mixed with mucus from the uterus. 
How often does menstTuation occur ? 

Once e?eiy twenly-eigbt days; but the interval varies In some women, 
from three to six weeks. 

What IB the first evidence of menstruation ? 

An increase in the vascular tension, and a sense of fullness in the jiclvic 
region, which may be accompanied by pain. 

What effect has the pelvic hyperemia on the ovaries P 

By iacrensing the blood supply it hastens the development o( the ovisacs, 
and one or more usually rupture al this lime. 

What effect has the pelvic hyperamia on the uterus ? 

The uterus becomes larger and softer, and its mucous membrane under- 
goes chonges as follows; i. New cells are formed. 2. The outer layer 
or layeta of epithelium are thrown off. 3. The membrane is lurgid with 
blcod and thrown into folds. 4. There is increased functional activity in 
the mucous follicles, and a more abundant secretion of mucus. 5. Some 
of the superficial capillaries break down, and an oozing of blood takes 

What is the clinical course of menstruation ? 
I. The woman notices n. ieucorrhiea for one or two days. 
a. A discharge of blood for three days (average). 
3. A continuance of leucorrhiea for one or two days. 

Is menstruation attended with pain ? 

Not normally, but the mojorily of women eiperience some degree of 
pelvic paia, because the parts are hypersensitive, from some departure from 
the normal condition. The pain is usually referred to the " smalt of the 
back;" also to the ovariao regions and to the hypogastrium. 

What peculiarities has the menstrual blood ? 

1. It is mixed with blood and epithelial scales. 

2, It does not coagulate when moderate in amount, because It is made 
^_rtcid by the vaginal mucus. 
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What is the function of the vagina ? 

It setvfb Bs B duct or outlet for the dis- 
charge of the uterine secretions, including 
the escape of the child iii labor, and aliM 
lo admit the male organ, so thai the semen 
may gain access lo the ovum. 

What is the function of the extetnal 
organs ? 

They are endowed with Erenl sensibility, 
and are mnialy concerned with the function 
of coitus. The nympliLe also serve lo direct 
the stream of urine as 11 passes ftoin the 



What is the alTucture of the bl-east ? 

l~he breast is composed of fifteen or 
twenty lubes of glandular tissue, with a 
packing of areolar and adipose tissue. The 
lobes are Compounded of lobules produced 
by the aggregation of (he terioiaal acini, 
in which the millt is formed. The ducts of 

each loliule unite with each other to form a terminal cin-il cilted the galacto 
phurous duct, of which there is one for each lobe (I lay fair). ThesL empty 
upon the face ur extremity of the cylindrical appendage called the nipple. 

What IB the areola? 

A circular patch of cutaneous tissue around (he bsse of the nijjple, of 
pink color in virgins, and darker In ihuse who have borne children. 




PREGNANCY, 



The condition in which a woman Contains a living and growing ftelus. 

What are the essential rcquiaitea for the occurrence of preg- 
aancy ? 

I. That a fully matured ovum shall be recently discharged from the ovary. 
Z. That male semen shall come in coQiact with such au ovum Inrfore it 

What is fecundation ? 

The act by which the male semen imparts to the ovum ihc pi>u'er of 
^mloping into a f.ctus. 
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VSHiat part of the semen has this property ? 

The spermatozoa; each spennatozodn resembles a ciliated epithelium 
cell, except in being apparently structureless or homogeneous. Each drop 
of semen contains thousands, all of which are in constant vibratile motion 
during life. 

How long do the spermatozoa retain their vitality ? 
lliey have been found in full vigor ei^ht days after their introduction 
into the vagina. 

How and where is contact between the spermatozoa and ovum 
brought about ? 

1. During coitus the semen is ejected against the cervix uteri and upper 
part of the vagina. 

2. During the orgasm of the female the uterus sucks or pumps the sper- 
matozoa into its cavity, after which their own vibratile motion causes 
them to ascend the oviduct until they meet the ovum. 

3. Fecundation probably occurs most frequently in the oviduct, but it can 
occur at any point between the ovary and the os internum uteri. 

Is it necessary for the uterus to aid the entrance of the semen ? 
No ; fecundation has occurred when the woman was perfectly passive 
or unconscious, from drugs, drink, or sleep. 

What further means are provided for the retention of the semen ? 

1. During venereal excitement the round ligaments of the uterus pull it 
forward and upward. This permits the penis to glide past the cervix 
and to deposit the semen in the posterior vaginal pouch. When the 
ligaments are relaxed, the cervix resumes its former position, and thus 
retains the semen in the pouch above ; the spermatozoa may then, at 
their leisure, enter the uterus. 

2. It has also been demonstrated that fecundation can take place when 
the semen escapes upon the vulva, so that the whole distance may be 
traveled by the spermatozoa unaided. 

What changes take place in the ovum after fecundation ? 

1. The germinal spot and vesicle disappear. 

2. The segmentation of the vitellus, i. e., the vitellus splits into two masses 
these into four, and so on until a large number of segments are formed. 
(See Fig. 9.) 

3. A clear fluid is secreted within the ovum, which presses these segments 
to the surface of the ovum, where they form a double layer of cells 
called the inner and outer blastodermic layers. 
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4- There then appears upon the outside of the vitellus a small oval eleva. 
tion, surrounded by a depression, which is called ihe ana germinativa, 

5. There appears in the area germinativa a small, dark line, called Ihe 
primitivt tract. About this line will be grouped the various parts of 
the embryo, the rest of the ovum serving only as a coveting atid for 

(S„riB. ,0.) 




5. A covering for this trace or embryo is now formed. Thus far Ihe vitel- 
line membrane has been sullFicient. The embryonic line sinks into (be 
centre of the ovum, while the edges of the external blastodermic layer 
about the area close around it, inclosing it in a sac, called the amnion. 
(See Fig. 11.) The vitelline membrane then disappears. 





7. The rest of the external blastoden 
follow the embryo within the ovun 
is callcti the (herimi. 

8. The chorion develops upon its O 
called villi. 



r surface little hollov 
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QUESTIONS ON OBSTETRICS. 



6. A vascular mass, called the allantois^ shoots out from the middle of the 
embryo, and when it has reached the inner surface of the ovum, spreads 
out, carrying loops of blood vessels into the villi of the chorion. (Figs. 
12 and 13.) 

10. Before the formation of the allantois, the nutriment needed for growth 
is furnished {a) by osmosis of fluids from the tissues of th6 mother into 
the ovum, and (^) by the fluid materials of the ovum contained within 
the internal blastodermic layer. While the allantois is formed, this 
internal layer contracts, its shrunk bulk constituting the umbilical vesicle^ 
which Anally disappears. (Fig. 13.) 

11. By the time the allantois is fully formed, if not before, the ovum has 
reached the womb. Its villi, thus provided with blood vessels, become 



Fig. 12. 



Fig. 13. 
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THE AMNION NEARLY COMPLRTBD. 

The allantois carrying blood vessels 
to the circumference (a). 




THE^iMNION COMPLBTBD. 

a. The allantois completed, having 
carried vessels into all the projections 
(villi) of the chorion, b. The umbili- 
cal vesicle. 



enlarged and arborescent over that part of the ovum which is in contact 
with the uterine wall, and atrophy and disappear from the rest of its 
circumference. 

12. When the ovum has reached the uterus, it is detained in a fold of 
mucous membrane. The edges of the fold grow over the ovum, so as 
to give it an additional covering of mucous membrane, called the decidua 
reflexa, 

13. When the ovum is thus fastened to the uterine wall, the chorionic villi 
increase in size, and form attachments to the uterine wall underneath it, 
forming the placenta, by which a definite vascular connection is estab- 
lished between the embryo and mother. 

14. The placenta being formed, the embryo is suspended in the amniotic 
sac by a cord reaching to the placenta, called the funis^ or umbilical 




s to develop to ihe end of pregnancy. It lias now the 
roUowing coverings: I si, the amnion; ad, (he chorion; 3d, the decidaa 
rellexa, besides being covered by the uterine walls in general. 

What changes in the mucous membrane a{ the womb follow 
fecundation ? 

1. The mucous membrane of Ihe womb becomes hypericniic nnd liyper- 
irophied; il develops new and soft connective tissue, and is tliiown into 
folds. Iq lliis Ihiekeoed slale it is called (he JecrJua vfra. (This 
OCCQTS whether Ihe ovum enters the womb or not.) 

2. When the ovum enters, adjacent folds grow over the ovum, 'forming Ihe 
dfcidua rtflexa. As the ovum increases In size, the decidua reSexa 
becomes united or welded with the superRcial layers of the general 
mucous membrane, or deciitaa vera (about the fourth month). 

3. Thai port of the membrane directly under the ovum undergoes greater 
changes, and is called the deridua urolina. 

What is the nature of the placenta 7 

1. 'I1ie villi of the' chorion enter depressions in ihe dcciilua serutina, and 
bands of coirnective tissue unite the decidua and villi. 

2. The venous sinuses under the semtina increase greatly in size, and the 
villi, by pressure and erosion, finally dip into them. As a result, we 
have a Hat, calce-sbaped mass, mainly composed of blood vessels, which 
serve to convey nulrimenl from the mother to the child. 

Does the maternal blood enter Ihe circulation of the child ? 

No. The ftelus derives nutriment by endosmosis, through the Jelicate 
walls of the villi lloaling in ihc maternal sinuses — like the rrKitlets of a 
plant — absorbing the elements needed for gruHth, and discharging effete 
proilucls by exosmosis. According to some, the villi dip into crypts or 
depressions of the decidua serolina and not into the sinuses, and absorb a 
.lecreiion called -uliritu milt, which is furnished by Ihese crypts. 

What other function has tbe placenta P 

That of TcspiralisH. The frelai blood is oxygenated in the placental tufts. 

What is Ihe funis ? 

The veins of Ihe placenta ultimately unite in a single vein, which passes 
to ihe umbilicus of Ihc ftetus. Two arteries pass from the fictus to the 
placenta, and are wound spirally about the vein. These three vessels are 
imbedded in a substance called Wharton's gelatine, and covered by a 
e derived from the amnion. The whole is called the funis, or 
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What are the knots in the funis ? 

Tbe foetus in its active movements sometimes passes through a loop of 
the funis, and this, when drawn tight, forms a true knot. False knots are 
mere knobs or masses of Wharton's gelatine, formed at intervals along the 
cord. 

What are the dimensions of the placenta and funis at full term ? 

The placenta is about nin6 inches in diameter, and weighs one pound. 
The funis averages about twenty inches, the extremes being from three -%o 
forty inches in length. 

Describe the fcetal circulation. 

The blood is propelled from the left ventricle of the fcctus through the 
aorta and iliac arteries to the point where the umbilical arteries are given 
off J through these to the placenta, and back again through the umbilical 
vein, to the liver, where most of the blood passes through the portal circula- 
tion and empties by the hepatic veins into the vena cava ; the remainder, 
passing through the ductus venosuSy empties directly into the vena cava 
without passing through the liver. From this it enters the right auricle, and 
is deflected by the Eustachian valve, through the foramen ovale ^ into the 
left auricle, and thence into the left ventricle. The blood, returning from 
the head and upper extremities, passes from the right auricle to the right 
ventricle ; to the pulmonary artery through the ductus arteriosus^ into the 
aorta. It will be noticed that the venous blood of the foetus is more 
oxygenated than the arterial. After birth i\iQ foramen ovale closes and the 
peculiarly fnctal vessels disappear. 

What is the liquor amnii ? 

A clear, slightly saline fluid, secreted from the inner surface of the 
amnion, and in which the embryo floats. 

How much liquor amnii is found at full term .' 
From half an ounce to several pints. f,^iv on an average. 

How large is the ovum (and fcetus) in different months ? 
By the end of the first lunar month of pregnancy the ovum is about the 
size of a pigeon's egg. 

End of 2d month, size of a hen's egg ; fiitus an inch long. 
« ^d " " goose " " 3 " 

** 4th ** the ffctus is 6.6 inches long. 

« ^th •* " " 7 -lo^ '* 

" 6th " " "II -13 " 

* 7th " " " 13.7-15 
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dof Slh monlh, iJie Trelus is 15 -17 iaches long. 

" 16 ~,r4 

7>i-''H 

*^According 10 Scliroeder.] American children ale usually larger at birth - 

How aoon can the sex of a child be recognized 7 

Not certainly unlil </uHng iKe fourth monlb. 

What is vemix caseoaa ? 

An uncluoiu sebaceous secrelion covering the .skia of tlie child, for Ihe 
purpose of luhricating it for delivery. It does not appear until the seventh 
month. 

What is meconiuTn ? 

The dunk green, semi-fluid contents of the fcetal intestine, corresponding 
to fecal matter in tlie adult. It contains granular liodies 
granulti, the presence of which is characteristic of ir 

What changes occur in Ihe womh itself during pregnancy ? 

It greatly enlarges, to accommodale the growing ovutn, and at Ihe end of 
pregnancy has a weight of two pounds, and its cavity is E foot in diameter. 
The CCTvis enlarges but little (not more than one-half), and its cavity 
remains separate until the last week or weeks of pregnancy, when the os 
inremam is stretched open and the two cavities of Ihe cervix and fundu.s 
become one. The tissue of the cervix becomes softer to the touch. 

What changes in position does the womb undergo ? 

During the first month the increased Weight of the uterus causes it to 
descend somewhat in the pelvis, or become- prolapsed. 

End of 2d mo. Still low in the pelvis, and unusually anteverted. Bimanual 
touch shows it to be as large as a small orange, 
3d " Thesame.bul as largeasachild'shead. 

" 4th " Fundus can be felt just above the symphysis, and being 

I too large for the pelvis, it now ascends. 

5th " Fundus midway between umbilicus and symphysis. 
6ih " '■ at level of umbilicus. 

7lh " •' 2 to 3J finger breatilli-s above umbilicus. 

Bth '* " I to 2 " " below enaiform appendix, 

glh '■ ■■ touches the 

loth " " has descended to same position as in eighth month. 

Why does the fundus of the uterus descend during the last month? 
Because the cavity of the cervis is added to that of tlie fundus at that 
time, and Ihe conleots of the womb settle toward the pelvis, leaving more 
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ABNORMAL PREGNANCIES. 



riPLE PREGNANCY. 



How many children may a 



U'lplets; fuu 



r 

^B "I 

^^^M How frequently do multiple births occur ? 

^^^K Twins, once in eiglily-niiie cases; Ihe ollicrs are rore, unji nny u' 

^^^B nre npocryphal. 

^^H How arc multiple pregnancies caused ? 

^^^1 I. Two or more ova may be fecuudaled nnil simullnncoiiUy developed. 

^^^1 a. Two primitive traces mny appear on one ovum, and each develuj) 

^^^V These two causes may be combined in llie case of Iriiilets, etc, 

^^^ How may the cause be deraonstrated ? 

Twins developed from separate ova wilt each have ils own placcnlaai 
membranes; from n tingle ovum will have a single placenta, and usuolM 
I but one set of membranes, thouEh there may be Iwo amniotic s: 



What is superfecundation ? 

The fecoiidalion of two ova at different limes, (. f., willi au 
several hours, or even ilays. 

How is tbJB demonstrated I 

By cases in which n woman has borne twins, one while, the other ^ 
mulallD, from separate iotctcourse with awhile man and, negro. 

What is superfcetation.' 

The fecundation of a second ovum after a (irst ovum has entered d 
utenu. It may occur during the tirst four months of pregnancy, or bcHS 
the decidua rellexB and decidun vera, have become united. 

How IK this demonstrated t 
t. By cases in which the birth of a fully-developed child has beep Im 

lowed by a second birth, after an interval of ooe, two, three, □ 

months. 
1. By the expuUion at one hinh of a (ully-develojied child and a 

evidently one or more months less advanced in development. 

What ia the clinical course of twin pregnancy? 
I. Roth children may be safely carried to term, 
a. " " " prematurely eipelled, 

3- C>ne twin may be prematurely expelled and ihe other remain Until h 
4. " "die in ulcro ^nd be retained unlil the Urtli of the ol 



What is a fcBtus papyraceus ? 

A twin dying "o mero at an early period may be piniy desiccated, and 
compressed by ihe growth of the other twin, being flattened and parch- 
menl-like in appearance. 

What is a litbopaedion ? 

A dead child may he infillraled and eocrusted by calcareous sails until 
it is stone-like in apjiearttnce. This occurs only after long retention in 

exTRA-UTERlNE PREGNANCY. 
Wbal is extra-uterine pregnancy ? 

Pregnancy in which the ffetus is lieveloped in some other locality than 

in Ibe uterus. 

How is it classified ? 

I. The oTUm, alter fecundation, may remain in the ovisac, and be devel- 
oped in the orary, called ovKiHan pregnancy. 

a. Tiie fecundaled ovum may be arrested in the Fallopian lube, ami \ie 
there developed, called lul-al pregf^icy. 

3. It may be arresled at the junction of a lube and Ihe uterus (the nariOH - 
esl part), and developed partly in the womb and partly in Ihe lube, called 
tnbo-ntfriat or interslilial pregnancy. 

4, It may drop from tiie ovary into the abdominal cavity, and be ihere 
develu|)ed, called abdominal pregnancy. 

What effect has extra-ulerine pregnancy on the womb ? 

It enlarges, as in normal pregnancy, up to the fifth month, and ils 
hyperlrophied mucous membrane or decidua is cast off in one piece, 
in several pieces or in flaky shreds, at from the second to ilie fifth 
montii. 

What are the symptoms of estra-uterinc pregnancy ? 
I. The symptoms of pregnancy in general, 
a. The presence of a cystic tumor in the abdomen, usually to be felt also 

in Douglas' cul de sac. 

3. Tbe enlargement of the womb, and 

4. The displacement of the womb by the luraor. 

5. Irregular, sanguineous discharges from Ihe womb. 

6. The expulsion of the enlarged uterine mucous membrane (decidua). 

7. Fain, irregular in occurrence, and of intense character. 
What points are especially important in diagnosis ? 

_ A rapidly growing tumor in Douglas' cul de sac, with an enloi^ed lint 
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empty womb, from which portions of decidual membrane have passed, can 
be nothing else than an extra-uterine cyst. The pain, if present, is char- 
acteristic. Abdominal pregnancy may proceed to term, without exciting 
any suspicions of its presence. 

What is the termination of extra-uterine pregnancy ? 

1. Rupture of the cyst occurs in 35 per cent., followed by internal hemor- 
rhage, shock, peritonitis, and usually death. 

2. The pregnancy may continue until full term, the child dies and (a) 
the tumor is partially reabsorbed, and remains innocuous, or {^) in- 
flammation supervenes, and the child is decomposed and evacuated 
by ulceration into the rectum, vagina, bladder, abdominal walls, or 
uterus— the woman running the gauntlet of peritonitis, septicaemia, 
pyaemia, etc. 

When does the rup^re of the cyst occur ? 

In the first half of pregnancy ; seldom in second half. 

What is the treatment where rupture has occurred ? 
If sure of the diagnosis, open the abdomen by an incision, ligate bleed- 
ing vessels, and remove all blood and fluids. 

What is the general treatment of extra-uterine pregnancy ? 

1. If discovered in the first half of the course, arrest it by destroying the 
vitality of the ovum. 

2. If in the second, operate as in ovariotomy, in hope of saving the 
child, and as near term as possible. 

3. If the child is dead, await developments, and interfere only when 
inflammation, abscess, or other complications demand treatment. 

How can it be arrested ? 

By the faradic current of a battery. 

1. An electrode, insulated except at its tip, is to be applied to the tumor, 
as felt in Douglas' cul de sac, per vaginam. The other electrode is 
applied to the upper part of the tumor through the abdominal walls. 
The choice of poles (-}- or — ) is immaterial. 

2. A moderate current is to be passed through the tumor, and gradually 
increased ; the application to be made for an hour, and repeated every 
day for at least six days. 

3. A large dose of morphia should be given before each application of the 
battery. 

This treatment is certain if enough electricity is used, and for a suffi- 
cient length of lime. No other treatment is either certain or safe. 
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H is rapidly absorbed, and Ijecomea so siiiall ai to be i.iLi|J| 


recinble ond 


What caution ia necessary in operating surgically 


for the re- 


movalorthe child P 




The placenta mn^^t not be removed, lecause (here is n 


contracting 


ulerus lo check liemorrhage after its detachmenl. It must, 


therefore, be 


allowed to remnin, nnd become separated by the slou^hiiij; pr 


ces.s. 


HYDATID PREGNANCY. 




What ia hydatid pregnancy ? 




I'regnaiicy in which eyslic degeneralion of the chorionic 


villi occur.-. 


giving rise to what is called a hydaliforra mole. 




I. The villi are converted into cysU. 




z. The embryo dies and is absorbed. 




3. The ulerua is finally filled enlirely with small cysts, whose 


average si/e 






What are its symploma and termination ? 




I. The pregnancy begins iiotmally, but in the second or ihird 


month 


2. A sudden and rapid ii.crease in site of Ihe uterus occurs. 




3. By pain and irregular discharge of blood and water. 




4. Labor aujierveites and Ihe mass of cystE is expelled. 




It should be remembered that true hydatids {ecchinococci) 


may occur in 


the ulerus, but not as n result or accompaniment of pregnancy 




^^KjWbal is hydrorrhixa ? 




^^^^n watery discharge from the uterus, from 




^^^K'llydatid pregnancy. 




a, A tear in the fretal membranes, at a point remote from the 


□s uteri, with 


gradual leaking of liquor amnii. 




3. Probably from a watery secretion, or transudation from 


the uterine 


mucous memlirane. 




MOLE PREGNANCY. 




What ia mole pregnancy? 




I. At some lime during the first three months of pregnancy a 


liemotrlmye 


lakes place in the ovum. 




2. The embryo is destroyed and disappears, while the vitality 


flbechorhin 


il mainlBincd for several weeks or momha. 






exiraded,^^^ 



40 QUESTIONS ON OKSTKTRICS. 

which close search will always reveal chorionic villi and patches of ihe 
fiL'tal membranes. 

SPURIOUS PREGNANCY. 

What is spurious pregnancy ? 

Called also pseudocyesis^ is a condition in which some of the symptoms 
of pregnancy are present, especially enlargement of the abdomen, changes 
in the breasts, and subjective feeling of the fcetal movements; the woman 
not being pregnant. It is to be distinguished ixoyxi feigned pregnancy. 

How may it be disposed of? 

A vaj;inal examination shows the womb to be unenlarged, and the 
administration of ether will cause the abdominal enlargement to suddenly 
disappear, when not due to increase of fat in the abdominal walls. It 
sometimes terminates in spurious labor, a condition in which the clinical 
phenomena of labor are present in some degree. • 



PREMATURE LABOR. 

What is meant by abortion, miscarriage and premature labor .? 

AU>rtion is proi>erly the premature expulsion of the ffttus before it is 
viable; premature labor, iu expulsion after viability, but before full term. 
The older writers restricted the term aborUon to the period before quicken- 
ing (the child not being supposed to be living until then), and miscarriage 
to the period between quickening and viability. Now-adays, miscarriage 
is useil as a euphemism for abortion, the latter word having fallen into dis- 
repute, and become associated with the idea of criminality. 

What is meant by the term viable ? 

A child bom after seven lunar months of pregnancy may live, and is 
called viable — liveable. 

What are the causes of abortion ? 

Disease or injury (i) to the ovum or foetus, ovular A ^ 
Disease or injury (2) to the mother, maternal, i 

I. (a) Placental degeneration ; amyloid or fatty (cystic, 7//V/f hydatids). 
{b) Placental apoplexy and detachment, from hemorrhage, 
(r) Syphilis, 
(r/) Dropsy of amnion. 

{e) Violence, either accidental or intentional, rupture of the membranes, 
etc. The death of the foetus from any cause is not always followed 
by its premature expulsion. 



a. (a) Ilypenemin of the pelvic organs from over exercise, coitus, lifting, 

(i) Irritation of llie uterus, as from tumors, mental shock, high temper- 
ature in fevers, and 
(c) Emmenagogue drugs. 
What arc the aymptoma of aboilton ? 
I. Pain, more or less constant, felt in llie back, liyiic^nstiium or ovarian 

3. Hemorrhage. 

4. Dilatation of the 05 uteri, with softening of the cervix. 
What are the dangers of abortion ? 

1. Hemorrhage; often great, because uf the difficulty with which the ovum 
is separated Irom the womb. 

2. Relenlion of the placenta, in whole or in pail, with subseqtient septi- 
CiKmia, hemorrhage and other dangers, 

3. The womb is apt to remain enlarged (see Subinvolution), and uterine 
disease may result. 

4. Pelvic and peritoneal inflammations are more common after abortion. 
- When are the danglers of abortion most experienced ? 

In the middle third of the pregnancy. In the hrst three months tlie ovum 
is usually expelled entire, and the chief danger is from hemorrhage during 
the slow process of dilating the os uteri. In the next third, the altacb- 
mcnts of the placenta are lirmer than at any other lime ; the ficlus is Srst 
expelled, and the placenta often expelled with great difBcnlty and piece- 
meal, combining all ibe risks at their greatest. In the last duee months 
Ibe process iliffers but little from namial labor, except in being slower. 

What are the chief indications for ircatmcni ? 

1. To control hemorrhage. 

2. To secure coraplete expulsion of the uterine contents, 
How is hemorrhage to be managed ? 

• I. By apjilying a tBm|>on until tbe OS is sufficiently dilated. 

2. Uy securing complete delivery and stimulating uterine contractions. 
How is retained placenta to be managed? 

The placenta must be detached by the lingers, or Curette, as soon as 
possible after the expulsion of the fcetus. If pressure is made by one han<i 
in the bypi^astric regjon, the womb can usually be forced down low enough 
*i to enable the finger to reach to the fundus. 
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What rule should guide us in difficult cases ? 
To persevere in efforts to remove the placenta as long as we are sure 
that our efforts are less injurious than allowing it to remain. 

What is to be done when the placenta cannot be removed ? 

1. Use frequent antiseptic injections. 

2. Employ remedies to guard against inflammation and septicaemia. 

3. Renew the efforts to remove the placenta every day. 

What preventive treatment may be used ? 

In threatened abortion from transient causes, absolute rest in bed, with 
full doses of morphine, may prevent. Quinine is also useful in malarious 
districts, and in general, the removal of the cause, if possible, is always 
indicated. If preventive measures are not promptly successful, we should 
endeavor to promote the speedy termination of the process. 

THE SIGNS OF PREGNANCY. 

What are the signs of pregnancy ? 

The symptoms and physical signs caused by the changes taking place in 
the woman, and by which we recognize the occurrence. 

How may they be classified ? 

1. Into certain and presumptive, or 

2. Into objective and subjective, or 

3. According to their etiology, viz. : — 

I. Signs due to the increase of vital activity. 
II. " »* " development of the womb. 

III. " »* " presence of a foetus. 

IV. " " " unequal development of the general and generative 
systems, or semi-pathological signs. 

What are signs due to an increase of vital activity ? 

The pregnant condition requires that the woman shall supply, not only 
the needs of her own organism, as before, but shall also build up from ten 
to twenty pounds of highly organized tissue, viz. : the child and its envel- 
opes. Therefore, she will need more blood, and in general, all the vital < 
forces must be increased. This is brought about by the stimulus of fecun- 
dadon, and results in {a) increase of appetite, {b) weight, {c) vigor, and, 
perhaps, (d) sexual appetite. She must eat more in order to make more 
blood ; the inc!;eased blood supply will increase her weight and general 
vigor, while locally, the hyperaemia of the pelvic orgjins will cause, at first, 
^ increase in the sexual desure. 
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Is this class of signs always present in prei^ancp ? 

No. Tlie general syEtem may fail to respond to ihe stimulus of fecun- 
dation, and these signs will be absent or defective, being replaced by tbe 
fourth dnss. 

What signs are due directly to the development of the womb ? 

1. The descent of the womb, due lo its increased weight, causes the abdo- 
men to become smaller and Hotter during the HrsI month or two. Hence 
the French proverb : '■ Qu'en ventre plat, enfant y'a." The umbilicus 
also becomes deeper, for the same reason. 

2. Afierward the womb enlai^es at a.parlicH!ar raU, differing from llial of 
other tumors. (See page 35.) 

3. Certain changes occur in the cerviit, vagina and external organs. 
What changes are found !□ the cervix ? 

It becomes iojler and a deeper red in color. The ascent of the uterus 
and retraclion of the vagina gives the seosation of sAorttning, though in 
reality il becomes longer. Some increase in the mncous secretion of ils 
cavity is also noticed. 

What changes occur in the vagina and extettiEtl organs ? 

The iocreased blood supply causes the vagina to become deep red or 
violet in color ; the external organs are somewhat enlarged, ami the pe- 
rineum is doubled in its antero-posterior measurement, during pregnancy. 

With what other things may the pregnant womb be confounded ? 

The enlargement of tlie abdomen may be due to bbroid, ovarian, and 
other pelvic tumors; to ascites, llatutence, or even excessive deposits of 
fat in the abdominal walls or mesentery. 

What changes are due indirectly to the development of the 
womb ? 

Lines from distention, a median brown line, tlie cessation of menstrua- 
lion, contractions of the Uterine walls, and certain changes in the breast. 

Are Iheee signs found only in pregnancy? 

Each one of them is found lo accompany other conditions, but when all 
or many of them are present, Ihey furnish strong presumptive proof. 

What are lines from distention 7 

Called also tiiui\albicantfs ; are small patches of shining tissue, whiter 
than ihe surrounding skin, found on the lower part of the abdomen, espe- 
cially in the iliac regions, upon the flanks, thighs, and sometimes upon the 
breasts. They looli like small " gores " inserted in the sliin, or like cica- 
^^daial tissue. Average si^e one inch long and one-quarter inch broad. 
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Are they due to distention or stretching of the skin ? 

Being found on the thighs, and also in young girls with rapid develop- 
ment of the hips, they are probably due only to rapid growth of the 
skin. They rarely disappear, and are, therefore, only of value in a first 
pregnancy. 

What is the median brown liAe ? 

A narrow, brownish discoloration of the abdominal skin, extending from 
symphysis to ensiform appendix, in the median line, and of little value as 
a sign of pregnancy. 

Is menstruation always suspended by pregnancy ? 

In the great majority of cases. Some women continue to menstruate 
for a month or for several months ; a very few menstruate throughout • 
pregnancy ; a few cases are recorded in which the woman menstruated 
only when pregnant. As the decidua reflexa is not usually united to the 
vera for the first three months, there may be a menstrual hemorrhage from 
the womb during that time ; but it is probable that any bloody discharge 
from the genital tract after the first month of pregnancy, is not a true men- 
struation, but a hemorrhage ; and an indication of threatening abortion. 
The real reason for the cessation of menstruation is the effect which fecun- 
dation produces upon the system. 

Is menstruation stopped by other things than pregnancy ? 

It often ceases for a few months in newly-married women, and may be 
stopped, for one or more periods by mental emotion, change of climate, 
especially if following a sea voyage, acute or chronic disease, and espe- 
cially by phthisis. 

What is meant by contraction of the uterus during pregnancy ? 

The walls of the uterus are always in a state of intermittent contraction. 
Hence the hand of the physician placed on the abdomen of a woman 
may detect them (the womb becoming harder) every twenty or thirty 
minutes (Braxton Hicks). 

What changes occur in the breasts ? 

1. They may become enlarged. 

2. Pain or discomfort may be felt. 

3. They may contain milk, which can be pressed from the nipple. 

4. The nipple and areola become darker (sometimes almost black). 

5. A circular ring of dark splotches may be developed at a short distance 
from the areola, called the secondary areola, developed after the 5th 
month. 



6. The sebaceous follicles about the areola become enlarged, and contain 
sebaceous matter. 

7. Linere albieentes may appear on them. 

One or more of these changes are always present in pregnancy, tbougb 
ajiyof ihem may occur in other condilions. Their presaite, tbarefore, is 
of less importance than ibeir absence., in settling a diagnoss. 

What are the signs due to the presence of a fcetus ? 

1. Thesonndsofthe fiElal heart. 

2. FfEtal movements. 

3. FiEtal poits found on palpation. 

4. The utero- placental soufHe. 

5. The funic souffle, and 

6. Batlottement. 
What is meant by the fcetal heart sounds I 
At any lime during the latter half of pregnpncy the beatiuE of the fi 

heart may be heard by placing Ihe ear [or stetlio^cope) over the abdomen 
of Ihe mother, being distinguished from the maternal pulsations by diifer. 
enije of rhylhra. 

What does the sound reiemble ? 

The licking of a watch under the pillow, with a rale of 115-160 pulsa- 

Whcre and when arc Ihey best heard ? 

Tiiey are most oAen heard by ausculling in the left iliac region, and may 
be heard from ihe faurlh month of pregnancy, doubtfully before. 

What are the fatal movements ? 
. The fcelus moves aboul freely, and strikes out with feet and hands 
against the uterine wall. Jf Ihe band of (he observer is placed opon Ihe 
mother's abdomen, these slight blows may be fell. If not felt at once, 
thej may sometimes be produced by wetting the hand in coid water, and 
applying Ir suddenly to the abdomen. This causes conlraclion of the 
uterus, which inconveniences the f(plus, and causes it to make demonslra- 

When can the fcetal movements be first felt ? 

Not until after the fourth month, or until the uterine and abdominal walls 

' Can the fcetal movements be simulated by anything else ? 
Some womtn have the power to contract their abdominal muscles sud- 
^idotlyand irtegulorly, soaslosirouliitethe ftelal m 
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are rare. Women often deceive themselves into feeling the foetal move- 
ments when they are not pregnant. 

What is the utero-placental souffle ? 

A bruit or whirring sound, which may sometimes be heard in the abdo- 
men. It is variously supposed to be produced in the uterine sinuses, the 
placental circulation, the uterine or hypogastric arteries, and elsewhere. It 
is heard also in some fibroid tumors. 

What is the funic souffle ? 

A similar, but less intense bruit, synchronous with the foetal heart, and 
supposed to be produced in the vessels of the funis. It is rarely heard. 

What is ballottement ? 

If, when the woman is in the erect posture, a finger (introduced into the 
vagina) is pushed suddenly against the anterior wall of the womb, the foetus, 
if present, will first be pushed up into the liquor amnii, and will then drop 
back. If the finger is hel4 in position, the return of the foetus to its 
resting place may be felt and recognized. The manoeuvre is called bal- 
lottement, and may be practiced between the third and fifth months, 
inclusive. 

What is quickening ? 

The time at which the mother first feels the foetal movements. The 
escape of the uterus from the pelvis (which is a requisite for feeling the 
movements) is sometimes sudden, and attended by peculiar sensations and 
faintness. 

What are the semi -pathological signs of pregnancy ? 

1. When the general system fails, in whole or in part, to respond to the 
stimulus of fecundation, the mother's blood has a double call upon it, 
and is either diminished in quantity or deteriorated in quality. This 
leads in turn to the imperfect nutrition and impoverishment of the nerve 
centres, and of various organs, and as a result we may have such symp- 
toms as : — 

(tf) Morning sickness. 

(d) Protracted vomiting. 

[c) Neuralgia. 

{d ) Neuroses and mental disturbances. 

{e) Dyspepsia. 

2. Ordinarily the growing womb finds a sufficient amount of room to ex- 
pand in, but it sometimes, owing to natural defects, corsets, etc., exercises 
injurious pressure upon its surroundings, causing : — 

(a) Difficulties in micturition. 
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(i) Cbnetipation aod heioorrhoida. 
(t) Albuminuria and (edema, 
(rf) Dyspnica. 

3. From excess of natural fonctions we mfl/liive (a) plethora, (^) sali- 
vation, (c) birsnties, (d) cbluasma. 
What is morning sickness ? 

Nausea and vomiting, just after rising in the mornitig. It is usually 
limited to the early months of pregnancy, or when the volume of blood is 
t yet increased, allhougii there is not enough for mother and child. It 
therefore, due to the want of sufBcient blood, and the consequent cere. 
J anrcmia due to the sudden change in the circulation upon awakening 
&om sleep and resunung the upright position. 

of vomiting is sometimes met with at other times of tlic 
day, after special exertion, and especially mental effort, 
should morning sickness be treated ? 

smelimes relieved by slowness in arising, and hy taking a, cup of 
fore rising, and may be cured by the use of nutrients and blood- 
iBaking agents. 

What is the "vomiting of pregnancy ? " 
Contiauons or protracted vomiting in jiregnancy depends — 
I. On the deficiency and deterioration of the blooi.i. 

3. The irritable condition of the nerve centres, due to their impoverish- 
I ment from defective blood supply. 
3. To an exciting cause, such as disease of the uterus, acting with the other 

It may he so grave as to apparently threaten life (rare), and this 
being well known, the quack calls every fit of nausea by this name, and 



What are the indications for treatment in severe vomiting ? 
To remove any snutces of irritation which may coexist with the general 
state of the blood. ' Thus, inllammatioD and abrasions of the cervix uteri 
may exist in some cases, and their removal by proper applications may 
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To control the irritability of the nerve centres, which may be done hy 
rectal enemas of chloral and bromide of potassium, 
3. To improve the blood supply, by administering nourishing fluids in 
small doses, frequently repealed, beginning with milk and lime water. 
In mild cases any of the anti-emetics may be used, as the oxalate of 
rrium, with or without the subnilrato of bismuth, etc. 
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[ What forms gf neural|;ia arc met with in pregnancy ? 

Almost any form. The most common is odontalgia. Toolhacbe is 
^ue (l) In the " cry of the nerve for heallhy blood," ond (2) fo the fact 
lliat phosphsle of lime is largely needed in the construction of the fcEtus, 
Bud when not sufficiently present in the food, roay be absorbed from the 
teeth. 

Vrtiat mental dislurbancea are met with in pregnancy ? 
The woman may become rtrilnbte, peevish and capricious. She may 
iliive absurd cravings for strong food (pica), or may even develop mania. 
How is diihculty in urination caused? 

During the first months the descent and anteversion of the uterus may 
cause pressure on the bladder. After the womb has ascended above the 
pelvis, Ihere is rarely any dilHculty until its descent, during the last neek, 
I when pressure is again caused. 

^^^H^ How are constipation and bcmoirboidE caused 7 
^^^^1 Constipation may be due to the deteriorated (hydra^mic) state of the 
^^^^P' blood, but it is also due to direct pressure of the uterus upon the bowel, 
^^^B impairing its tonicity, or c\'en acting mechanically. Hemorrhoids are 
' caused in 



What displacements of the womb may occur during pregnancy? 

11. Early in the pregnancy the increased weight of the womb may increase 
the natural tendency of the womb to fall forward (aiileversiim), causing 
some disagreeable pressure on the bladder. This will be relieved by 
rest in the recumbent posture, and will Kion cease. 
2. When the womb is about to ascend from the pelvis, a full bladder or 
unusual action of the abdominal muscles may posh thdjumiui u/eri 
back and under the promonlory, so as to incarcerate the womb in this 
position {rdroversiaii). This causes greit pain and retention of urine. 
The woman is to be placed in Sims' position, or on her hands and 
knees, and the womb pushed up and q little to one bide, so k 
the promonlory. 
3. Prolapse of the womb sometimes occurs, but generally gives n 
after the womb is large enough to rest above the inlet. 
How arc the albuminuria and cedema caused ? 
Albuminuria may be due to Ihe state of the blood, or to (he pressure 
Upon the kidneys or renal veins, 
Bright's disease may coexist, or originate with the pregnancy. Generally 
the disorder is transient and terminates with delivery. 
Qidema, usually limited lo ihe lower extremities and vulva, may be a 



How is dyspnoea caused? 

By pre^ure upon the diapbriigm. ll: therefore appe:iT^ 
nancy, and is usually relieved during the last weeks by tiie 
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What is meant by plethora in pregnancy ? 
^ The natural increase in the blood-making function is occasionally exces- 

B, and too much blood is fiirnished, leading to attacks of vertigo and 
s symptoms of that condition. 

What are salivation, chloasma, hiisuties ? 
(n) Salivation is ao increased floiv of saliva, usually Fbuod only iu the 

latter half of pregnancy, and often accompanied by ulcerations in the 

mouth. 
_ (i) ChlQasmo is an excessive deposit of pigment in tlic skin. Though 
I usnally confined lo the mammary nreolie and the brown line, il may 
^ occur on the face, ibe entire abdomen and lieiures of the joints, su^est- 

ing Addison's disease. 
[^) Ilirsuties is an excessive or abnormal growth of hair, usnally on the 

face, and fortunately rare. 

Which of the signs of pregnancy are certain signs ? 

Those due lo the presence of the fretus, and of these but one is generally 
available, viz. ! the sound of the fcEtal heart. No other sign is more than 
suggestive or presumptive. 

Which of the presumptive signs are the most important ? 

The cessation of menslnialion ; the r^ular and symmetrical develop- 
ment of the ulems; the cbaoges in the breasts; morning sickness, nnd 
quickening. 

At what date are the important signs available ? 
I. The fcetal beajt, rarely before the fourth montii. 
z. Ballottemenl, third to ftflli month, but ia failtu'e may be due to want oF 

skill and other causes, besides the aiisence of pregr^sncy. 

3. The cessation of mcnslniation, usually after the time for the first period, 
or immediate. It is always a suspicious circumstance in heallhy women, 
previously regular, whether married or not. 

4. The increased dze of the uterus may almost always be made out by 
Inmanual loucli, at from four to six weeks. If at a second examination, 
a month later, a fiu'ther symmetrical enlargement, at the usual rale, is 
noted, the fact of pregnancy is scarcely to be doubted. 
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5. The changes in the breasts may begin in the second month, but are 
rarely marked until the middle of pregnancy, which is true of most of 
the presumptive signs. 

What is the duration of pregnancy ? 

It is somewhat variable, but it is sufficiently accurate to regard it as con- 
tinuing through ten menstrual periods, ten lunar months, or 280 days. 

What are the limits of variation ? 

From 245 to 300 days, with possibilities in either direction. 

What method is usually employed to calculate the duration ? 

Count nine calendar months forward (or three backward) from the date 
of the last menstruation ; add to this seven days. Ex. End of menstrua- 
tion, Jan. loth; 3 months back = Oct. loth; add 7 days = Oct. 17th, as 
^t probable date of confinement. 

What causes pregnancy to come to an end ? 
The important theories are — 

1. Power's. The uterus is a peristaltic tube, with circular fibres in the 
cervix acting as a sphincter. As the child grows it presses upon this 
sphincter, and the sum of all successive irritations finally causes it to 
relax, and the uterus to expel the child. • 

2. King's. The uterus has a definite limit of growth. The foetus does 
not attain its limit of growth in uteroy and therefore distends the uterus 
when the latter stops growing. This irritates the uterine fibre, and causes 
it to contract and expel its contents. 

3. The foreign body theory. The womb is always irritated into contract- 
ing upon a foreign body, and the foetus becomes such a body at the end 
of pregnancy. There is probably truth in each view of the matter. 

Why is the ovum not a foreign body during pregnancy ? 
Because of the intimate vascular connections between the chorion and 
the uterine mucous membrane. 

How does the ovum become a foreign body ? 
By the fatty degeneration and atrophy of the connections between the 
ovum and uterus, which occurs during the last weeks of pregnancy. 

What effect has this upon the uterus ? 

It causes a gradually increasing irritation of the muscular fibres, until 
contractions are excited sufficiently powerful to expel the child. 
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LABOR. 
What is labor ? 

The process by whicli the child and its ovular attach men is are expelled 
n the womb. 
Whatessenlial stepa occur in labor ? 

passage of the child. 

txpulsioQ of Ihe child. 

expulsion of Ihc placenta and membranes, also called the after- 
birth, or secundines. 

Into how many steps is labor divided ? 
Into three, I. The ataee of dilatation (of the os uteri). 
II. The stage of expulsion of the chiJd. 
III. The stage of expulaon of the after-birtli . 
By what force are these occurrences produced ? 
By the contraction of the uterus, aided by the abdominal muscles. 
What are the contractions of the uterus called? 
I-abor-poins. because usually accompanied by painful sensations in llie 
back or hypogaslrium. 

How long does a contraction last ? 

Each contraction lasts for from a few seconds to two minutes. Their 

duration increases wilh the progress of the lalior, hecoming longer and 

I advances. The average duriuiou is a little less tlian one 

How long is the interval between them f 

At the beginning of labor they are from a half hour to ten minute? apart. 
be interval diminishes as labor advances, and toward the end may be 
■fiom five minutes to only one minute apart. 

What effect have the contractions upon other muscles ? 
WLeo powerful, or when the second stage is half linished, they are 
accompanied by contractions of the abdominal muscles, which are almost 
entirely involuntary, and the woman strains or "bears down," The 
muscles of the eitremities also become rigid during the eipulave effort. 
How much pain accompanies a uterine contraction ? 

rely normal labor in a healthy woman, the pain is slight; in 
ring a beoring.down effort, the conscciucnl cerebral fullness 
physiological aniestliesia. But in perhaps the majority of 
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labors there is some abnormal condition present which makes the contrac- 
tions inconveniently painful. 

• How is the dilatation of the os effected ? 

1. The simultaneous contraction of all the uterine muscular fibres tends to 
pull apart the edges of the os, since there alone the fibres are absent. 

2. The uterus is longer than broad, and its longitudinal fibres more 
numerous than the others; therefore, during a contraction it tends to 
become broader than long, which forces the contents of the uterus 
against the os. 

3. The circular fibres about the os undergo a spontaneous dilatation, and 
this appears to be increased by the free secretion of mucus from the 
cervical glands. 

What effect upon the contents of the uterus may be noticed 
during a contraction ? 

The force tends to move all the contents (child and liquor amnii) 
toward the os uteri ; but fluids being, more movable than solids, the liquor 
amnii is forced toward the os, while the child is driven away or recedes 
from it. 

What is the bag of waters, and how formed ? • 

The gradual distention of the membranes by the liquor amnii, which is 
forced in advance of the child, forms a bag filled with fluid, in the os 
uteri. This becomes tense during a pain, and relaxed during the intervals, 
and by its even pressure greatly aids in the dilating process. 

Is the bag of waters always formed in labor, and what varia- 
tions occur ? 
z. Sometimes the amount of liquor anmii is so small that no bag forms. 

2. The membranes may rupture prematurely, and thus prevent it. 

3. The membranes may be so greatly distended that the bag of waters 
reaches to the vulva. Usually it contains only a few ounces of fluid. 

Of what service is the bag of waters after the os is fully dilated ? 

Of none; and the progress of the labor is suspended until the contrac- 
tions are powerful enough to rupture the membranes and permit the escape 
of the liquor amnii. 

What practical deduction follows from this ? 
That the physician should rupture the membranes as soon as the os is 
fully dilated. 

How is the expulsion of the child effected ? 

By the contractions of the uterus, and according to a definite mechanism, 



iwwiiich the child is placed. 
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How is the after-birtb e:!pe11ed ? 
Theorelically, the placenta becomes folded longiludinall)', ground off 
: walls by conlractioiis and tlicn expelled. Praclically this 
s fouQd best to deliver the placenta 
r BTlificiallj. 

What is the best method of delivering the placenta ? 
The method of Credi, so called after its chief promulgatoc. 
1. Place tlie hand upon the lower part of ibe abdomen and rub, stroke i 
knead the ulenia. This will cause the womb to contract energclically, 
and in so doing, to ascend and move forward, Theo- 
». Giasp the uterus through the abdominal walls, with one or both hands, 
nod sqiieeie the plBcenta from it. If successful, the escape of the placenta 
may be reci^niied, and the latter will be found at the vulva, or even 
shot out into the bed. If not, wait a few minutes, and repeat both 
If the placenta is dislodged as far as the vulva, remove 
:, taking care to twist the membranes into a rope, by rotating tlie 
in order lo avoid leaving any strips behind. Never pull upon 
the fun 
What other advantages has this method ? 

implete contraction of the uterus, and emptie: 
ting hemorrhage, inversion of the womb, uterine thrombosis, 
and almost all other com plicol Ions. 

What is the normal duration of labor ? 

It is variable. Collins, in over )6,ooo cases, found that 84 per c 
completed labor within six hours, or less. It is probable that in strictly 
normal cases three or four hours should soffice for the stage of dilatat' 
one hour for the second stage in lirst labors, and ten to thirty minute 
subsequent labors. The third stage, being artificial, is terminated at 
will of the physician, and should rarely be delayed longer than ten or fifteen 



Define the terms primipata, multipara, etc. 

mn in her first pregnancy and labor is called a frimipara ; in 
sequent labors a muUipara, or if greater accaracy is required, the nai 

given thus ; 2 para, 3 para, etc. ; one who has had one child, and is 

' pregnant, is called a unipara ; a woman who is not a virgin, but 

'Who has never had a child, is called a tiul/ipara. Adjectives are formed 

ftom these words, as, a ptimipnrous woman, etc. 



54 QUESTIONS ON OBSTETRICS. 

Why is labor longer in primiparse than in multiparse ? 

Very commonly labor comes on from one to three weeks earlier in primi- 
parse ; consequently the changes in the cervical canal are not as far advanced, 
and dilatation is slower than in multiparae. During the second stage the 
vagina and external parts of the primipara dilate more slowly, and thus 
occupy a longer time. 

What foundation is there for the statement that a woman who 
conceives late in life will have a difficult labor ? 

An old primipara is apt to have, first, some inflammatory trouble of the 
cervix, leading to difficulty and delay in the first stage, and second, to have 
an unyielding sacro- coccygeal joint, delaying the second stage. Otherwise 
there is nothing to cause a difficult labor in these cases. 

What are the ordinary duties of the physician in a case of labor ? 

1. To examine the woman and ascertain the exact state of affairs. 

2. To watch the progress of the case. 

3. During the first stage, to encourage the woman, see that the bed is 
properly prepared, that due provision is made for the infant when born, 
and to keep others from meddling. 

How should an examination be made ? 

Place the subject on her back, with the knees drawn up. Anoint the 
index and middle fingers with fresh lard, vaseline or other unguent, and 
introduce into the vagina, passing the hand under the thigh until the vulva 
is reached. Introduce the index finger alone at first ; if necessary, the 
middle finger may be added, which will give an additional reach of about 
one inch. 

What should be learned from the first examination ? 

1. If the woman is pregnant ; 

2. If she is in labor ; 

3. The condition of the os uteri, as to dilatation and dilatability ; 

4. The state of the membranes, and existence or not, of a bag of waters ; 

5. The presentation and position of the child ; 

6. The condition of the soft parts generally, as to temperature, moisture and 
dilatability. 

7. The size of the pelvis. 

The most important thing is the condition of the os. 

How frequently should examinations be made ? 

Often enough to keep informed as to the progress of the case. As this 
will vary greatly in different cases, no rule can be made. Usually, it is 
proper to examine every hour or half hour during the first stage. Meantime 
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Ibe physician need not be ia the room, unless to encourage the patient; 
bnt may be in an adjoining room, or even alsent himself from the bouse. 
Wlien Ibc second stage begins, his place is by the bedside. If progress is 
slow, examination may be made, as in (he tirst stage; if rapid, the linger 
placed on the perineum during a pain will warn Iiim as to the approach 
of the end. 

How it vasty be known that labor has begun ? 
(■} Sj the disappearance of the cervix, (3) the diUtalion of the os to 
:, (3) the presence of regular uterine contractions, (4) a dis- 
tharge of mucus tinged with blood, which is called a " show." The first 
n premature labors. 
How should the bed be prepared ? 

An oilcloth, rubber blanket or thick comfortable should be placed 

pon the matlress, lo keep it from being soilcci by the discharges. A 

;t folded several times should be placed upon this, under the woman's 

^ips, whicli may be withdrawn when the labor is over, and replaced by 

When should the woman be placed in bed P 

3 special need until the os is nearly dilated, unless the labor 
Is tedious, when her strength will be conserved by lying down and keeping 
y qoiet. 

How should she be dressed ? 

The chemise should be tacked up, well above the hips, to prevent soil- 
ing, and therefore the need of changing it after delivery. A night-robe 
may be worn over this, aod she should be covered with bed-clothes adapted 
:a the temperature of the room. 
What preparations should be made for the infant ? 
IS clothing should be made ready and aired. Several ligatures for the 
inis should be provided and a pair of scissors. Both hot and cold water 
bould be in readiness. 
What hygienic measures are to be carried out ? 
ft. Tose« that the bowels are moved by an enema, if there has not been 
It passage. 
I. To require the woman to urinate occasiooally. 
. If thirsty, give her water to drink. 
\. See that the room is properly ventilaled. 

. If there is aoy devinlion from the normal course of labor, asceitain and 
e it by a|jpropriale tr 
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VVhat things are to be prevented ? 

Crowding the room by unnecessary company. Meddlesome practices of- 
old women, such as giving " teas," and in general anything which will 
<iisturb the woman, mentally or physically. 

\Vhat objections to giving anaesthetics to make the labor pain- 
less are urged by those who oppose this practice ? 

1 . The pain is not great, unless some abnormal condition is present, which 
should be sought for and treated. 

2. Natural labor lasts but a short time. 

3. Anaesthetics protract the labor. 

4. They increase the risk of hemorrhage (post-partum). 

5. From the same cause (imperfect contraction of the womb) they increase 
the liability to all the puerperal diseases. 

6. They endanger the child's life (especially chloroform). 

How are these objections met by the advocates of obstetric 
anaesthesia ? 
I . The proper administration of an anaesthetic during labor renders the act 

painless, and prevents the exhaustion which may follow the protracted 

suffering, often severe. 
a. It is not proved that, when properly administered, they protract the 

labor, or increase the risk of hemorrhage, and even granting the latter 

objection, this risk can be overcome by careful management of the third 

stage of labor and the use of ergot. 
3. If rightly administered in suitable cases, the danger to the mother and 

the child is not increased. 

When may an anaesthetic be used in normal labor ? 

During the second stage of labor, when the pain is severe, as when the 
head is passing through the os uteri or vulval oriBce, provided no condition 
exists which would be considered a contraindication to etherization for 
surgical purposes, and provided the uterine contractions are of normal 
intensity. 

How should an anaesthetic be given ? 

As the object in view is to deaden the pain, not to produce unconscious- 
ness, the ether or chloroform should be given in small quantities, inhaled 
only during the pains and withdrawn in the intervals between them. 

What anaesthetic is to be preferred ? 
I . Chloroform is most generally used, because it is quicker in its action, 
more pleasant to take, and less is required to produce the effect for 
which it is given. 
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S. Ether is probably safer and appears to be less likely to enFedjIe uteiine 

What dislurbanceB often attend the end of the first stage ? 
I. The woman is very apt to vomit, which relaxes and prepares the soft 

parts and incrcajses the uterine contractions, 
a. A rigor sometimes occurs, temporarily suspending labor, but with hot 

applications to the feet and a hot driok it usually speedily ceases. 

What duties are required during the second stage 7 
I. To rupture the membranes, if [his iloes not occur sponlnneously. 
1. To observe the descent of the child, and to be ready to remedy any 

departure from the normal course. 
3- To prevent the laceration of the perineum. 
4. To complete the delivery of the cliild. 

How are the membranes to be ruptured ? 

By pressing the finger against Ihem while they are made tense by a 
coatraction, U they are too thick and strong to yield to this, the nail of 
the middle finger may be prepared as follows : First, make a straight cot 
in the free border of the nail and in the middle line of the finger. Second, 
pare away the free border on one side of the cut, which will leave a sharp, 
knife-like edge. 

If the bag of waters is large, it is well to place a clolb in front of the 
dva before rupturing, in order to soak up the liquor amnii when dis- 
idiarged. 

What occurrences often attend the end of the second stage ? 

The woman wants to sit an the chamber, even when the b^iwel is 

empty; due to the pressure of the child's head on the bowel. Of course, 

she is not to be allowed to sit up at this time, 
a. Crnraps in ihe'leg often occur from pressure of the descending bead 

against the sciatic nerve. Rubbing the leg affords relief. 

How is the perineuin to be guarded ? 

By bringing out the head in the absence of a pain, if possible. When 
the head greatly distends the perineum, and a part of the occiput pro- 
trudes, pass two fingers into the rectum, and place them on the brow, malar 
bones or chin of the child, as may be convenient. Place the thumb on 
the occiput. The head may then be controlled and prevented from passiug 
through the vulva during a pain. If, when a pain has subsided the head 
be DOW pushed over the perineum, laceration will be prevented. It is also 

lessary that the woman shall not bear down at this lime. 
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What is episiotomy ? 

An operation designed to save the perineum, by making small incisions 
into its margin, on either side of the median line. 

What is to be done when the head is bom ? 

1 . Ascertain if the funis is around the child*s neck, and if so, unwind it. 

2. If no uterine contraction appears to be forthcoming, pass a finger into 
the vagina, below the child's neck, and hooking it into an axilla, with- 
draw the child, taking care that the shoulders do not lacerate the 
perineum. 

What is the first attention to be rendered to the child ? 

1. Pass a finger into its mouth to remove any mucus which may be 
there. 

2. If it does not at once cry, give it a slight spank on the buttocks, or use 
other means of resuscitation, until it gives a good cry. 

3. When it has cried well, tie the cord. 

How is the cord to be tied ? 

A ligature of several strands of sewing thread or other material should 
be tied two or three finger breadths from the child's navel. A second 
ligature should be applied several inches from this, and the cord cut 
between the ligatures with scissors. If there is much Wharton's gelatine 
in the cord it is well to hold it firmly at the navel, and endeavor with the 
finger and thumb to squeeze out the gelatine or " strip " the cord. After 
cutting the cord see that the ligature is firm, and that no blood is escaping, 
and hand the child to the nurse. 

How is the cord to be dressed ? 

The physician is usually expected to dress the stump of cord attached to 
the child. Take a piece of linen or muslin (old and soft) about four inches 
square ; cut a hole in the middle large enough for the cord to pass through ; 
slip it over the stump and fold it so as to thoroughly cover it. 

How may a child be resuscitated when apparently still-born ? 
If it does not at once respond to spanking or dashing water upon its 
chest, resort at once — 

1. To Sylvester's method of artificial respiration, or, 

2. To mouth to mouth insufflation. Wipe the baby's face, compress the 
nostrils with the fingers of one hand and press the other hand upon its 
epigastrium. Then apply your mouth to the child's, and blow into it. 
The pressure of the second hand prevents the air from entering the 
intestines. 

3. A galvanic battery may be used. 




What attentions aie to be rendered to the woman ? 
1 1. The placenta is lo be delivered after the manner of Credii (iz/o'f p. 53). 
s. The soiled clothing is to be remuved and a napkin placed at ihe vulva 
'e the discliarges. 
. A broad bandage or " binder " should be applied around the abdomen. 
4. The uterus should occasiooall; be felt through the abdominal walls, to 
be sure it remains contracted. 

V/hat is the position of the womb after delivery ? 

Just after the delivery of the placenta tlie womb should be in the hypo- 

gaslrium, Its fundus reaching half wa; to the umbilicus, and feeling as hard 

as a slone. In a short time (generally within the hour), the abdominal 

t muscles regain their tonicily, and the "retentive power of the abiloraen" 

T idrswE the womb upward, its fundus reaching nearly or quite lo iLe 

Why does a rigor often occur just after labor ? 
I. The bedding and clothes ate apt to be wet with the discharges. 
a. The withdrawal of the child takes away a source of bodily heat, its 
temperature being nearly a degree higher than that of the mother. 
When may the physician leave, and when should he return ? 
He may leave within half an hour, if the woman has been cared for as 
I above, and Is in good case. He should return within from twelve totwenly- 
[ four hours 1 and in general those who watch Iheir patients best will have 
the least trouble. 

Wbat are after-pains? 

The pain sometimes enptrienced alter labor, due lo the contractions of 

the nterus. They are rarely fell by primipara:, and usually increase in 

•.teverily with each subsequent labor. They may occur only a few times, 

' or may keep up for several days. If severe enough lo need treatment, 

>pium and camphor, in powder, or as iu paregoric, will be the proper 

What ia the caput Guccedaneum ? 

An cedemalous swelling formed on the pari of the presentation i 
caused by Ibe pressure upon the circulalion In the presenting 
:ircumference, by the grip of the Cervix, vagina, and pelvic walls. It forms 
3nly when the head is arrested at any point for some lime. 

How long does it remain ? 

For several days after birtti, if not interfered with. 
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propel it in anj direction except against or tlirough the perineum. A new 

force is therefore provided ia the elastic resistance of the perineum, wbicb 

tends to push the head back in nearly the opposite direction (a little forward 

veil). Therefore the head movcE [n the resultant of the two forces, and 

w the perineum. 

What form does the child asEuine when packed in the womb ? 
5 substantially an ovoid, or egg-shaped figure, the exlremilies being 
r fleied and pressed against the trunk. 

What relations may it assume to the pelvic inlet 7 

Either end (the head or breech), may be ojiposite the inlet, or it may lie 



What is the presentation of the child? 

That part of the child in advance, or, more accurately, thai part of the child 
uclnded within the circumference of the inlet at the beginning of labor. 
How many presentations are there ? 
Four. I. The vertex. 

11. The/flf,r. 

III. Theirw^i. 

IV. Tramjjirsc. . 
Which is the most common ? 

The vertex presents in over 90 per cent, nS all labors. 
What distinguishing marks exist upon the head ? 
I. Sutures. II. Fontanelles. III. Protuberances. 

1. The sagillal suture and its continuation, the bi-frontal, 
extends anCero-posteriorly between the parietal and frontal 

2. The lambdaidal suture extends from the posterior limit of 
the sogiltnl suture, between the occipital and parietal bones, 
making a V-shaped line. 

3. The coronal suture exlcniis between the parietal and frontal 
bones, crossing the sagittal at right angles. 

. The fosleripr fonlanellt, a small, IrianEular enlargement of 

the sutural membrane at the junction of the sagittal and 

lambdoidal sutures. 
', The anterior fontanelh, a large, quadrilateral enlargement 

of the sutural membrane, at the junction of the sagittal and 

coronal sutures. 
,. The poitere-hteral fontanelles, one 00 each side, at the in- 

fi:rlor tiniits of the lambdoidal suture. 
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1 . The parietal protuberances^ called also eminences or bosses, 
situated in the centre of each parietal bone. 

2. The frontal protuberances, situated in the centre of the occi- 
pital bones. 

3. The occipital protuberance, situated in the centre of the 
occipital bone. 

What is the object of the sutures and fontanelles ? 

They admit of the mobility and overlapping of the bones, so as to 
diminish the size of the head in labor. Incidentally they furnish us with 
important *' landmarks." The overlapping edge of bone is usually felt, 
rather than the suture itself. 

What are the diameters and planes of the fcetal head ? 

The diameters are lines drawn from one point to another ; the planes 
are imaginary levels drawn transversely through different points of the 
head ; each for the purpose of facilitating the description of the relation of 
the head to the pelvis in labor. 

Name the diameters and planes. 

1. The occipito-fronial diameter, drawn from the middle of the 
bi-frontal suture to th» occipital protuberance, and measures 
about 4|^ inches. 

2. The cervico-frontal diameter, drawn from the apex of the 
forehead to the occipital ridge or nape of the neck, and 
measures a little less than 4 inches, or 4 — in. 

3. The cervico-bregmatic diameter, drawn from the posterior 
border of the anterior fontanelle to the nape of the neck, and 
measures 3^ inches. 

4. The bi parietal or transverse diameter, drawn from one 
parietal protuberance to the other, and measures 3^ inches. 

5. The occipito-mental diameter, drawn from the occipital 
protuberance to the point of the chin, and measures 5^ 
inches. 

1. The occipito-frontal plane, drawn transversely through the 
occipito-frontal diameter (or through the occipito and frontal 
protuberances) ; when the head is neither flexed nor extended 
(the body being erect), this plane is exactly horizontal (cor- 
responds to the plane of the horizon). 

2. The cervico-fronlal plane, drawn transversely through the 
cervico-frontal diameter. When the head is half flexed, this 
plane is horizontal, and therefore may be called the plane of 
demi-flexion. 
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3. The cervico-bregmatic plane, drawn transversely through the 
cervico-bregmatic diameter. When the head is completely 
flexed, this plane is horizontal, and therefore may be called 
the plane of complete flexion. 

What outline is intercepted by these planes ? 

In the occipito- frontal an elliptical outline ; long diameter 4^ inches. 
Transverse diameter 3^^ inches. 

In the cervico-frontal an elliptical outline ; long diameter 4 — inches. 
Transverse diameter 3^ inches. 

In the cervico-bregmatic, a circular outline; long diameter 3^ inches. 
Transverse diameter 3^ inches. 

What important deduction may be drawn from these facts .' 
The more the head \% flexed the smaller is the outline presented. 

In how many ways may the vertex enter the pelvis .' 
The elliptical outline of the head may enter with the occiput in front and 
to the left or right, and behind and to the right or left. There are, there- 
fore, four positions of the vertex, named as follows : — 

1. Left Occipilo-Anterior. 

2. Right Occipito- Anterior. 

3. Right Occipito-Posterior. 

4. Left Occipito-Posterior. 

How many positions are there of the Face presentation ? 
Since the face has also an elliptical outline, with the mentum or chin at 
one end, we have the same arrangement as in the vertex, or : — 

1. Left Mento-Anterior. 

2. Right Mento-Anterior. 

3. Right Mento- Posterior. 

4. Left Mento- Posterior. 

How many positions are there of the Breech presentation? 

Since the breech has also an elliptical outline, with the sacrum in a 
direct line with the occiput, we have the same arrangement as in the 
vertex, or : — 

1. Left Sac ro- Anterior. 

2. Right Sacro-Anterior. 

3. Right Sacro-Posterior. 

4. Left Sacro-Posterior. 

How many positions are there of the Transverse presentation ? 
For the sake of uniformity we may assume an elliptical outline for the 
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shoulder, with the dorsum^ or back of the shoulder, as the name-point. 
This gives us the' same arrangement as in the other presentations, or : 

1. Left Dorso- Anterior. 

2. Right Dorso-Anterior. 

3. Right Dorso-Posterior. 

4. Left Dorso-Posterior. 

How may the positions be more briefly designated ? 
By initials, as L. O. A. for left occipito-anterior, R. S. P., for right sacro- 
posterior, and so on. 

How may these sixteen positions be represented in a single 
scheme ? 

Left ,- — ' ^ Anterior. Or by initials only. 

^'^^*S-2oO Anterior. LQ A. 

Riglit •« g § I Posterior. R^ A. 

Left 0:^c5?Q Posterior ^^ ^• 

, ^ , Posterior. ^q p 

How is the head situated at the beginning of labor in the L. O. 
A. position ? 

The occiput points to the left ilio -pectineal eminence; the bi-frontal 
suture is opposite the right sacro-iliac symphysis, and the sagittal suture 
lies in the right oblique diameter. 

What is the mechanism of delivery in the L. O. A. position ? 

1. Flexion occurs, whereby the cervico-frontal, or even the cervico-breg- 
matic diameter, is substituted for the occipito-frontal, thus reducing the 
outline presenting in the pelvis. 

2. The head descends in the pelvis, and at the same time a leveling move- 
ment occurs by which the forehead descends more rapidly than the occi- 
put, and becomes level with it. 

3. While the head descends it also rotates^ so that the sagittal suture is 
finally brought into the median line by the time the head reaches the 
pelvic outlet : the shoulders, having also rotated, occupy the transverse 
diameter of the outlet. 

4. When the head reaches the outlet the occiput or nape of the neck re- 
mains fixed under the sub-pubic arch, while the forehead and face sweep 
over the perineum by a movement oi extension. 

5. After the head is born it undergoes a movement of external rotation^ 
or restitution^ because the shoulders occupying the transverse diameter 
of the outlet, now undergo a movement of internal rotationy so that 




' the bis Rcrom[iil dmmeter is (ina.lly brought into the mediui line, the 

tight shoulder lurning under the pubic symphysis, 
I. The right shoulder is now forced down under Ihe sub-pubic ligament, 
and, the trunk pivoting upon the arm just below tlie shoulder, liclbiery 
i, by B movement of la tero- flexion. 

ir in the mechanism of the L. O. A. posi- 

close fit between the head and pelvis there may be iess 

D substantial difference in the mechiinisni occurs. 

nnay very greatly, due usually to the length of the neck 

hen they are compelled to follovi' the head. Thus, they may 



directly I 



*ely and rotate indifferently i 
ly leuel, which will also conlroi the movf 



it her 



What is the mechanism of delivery in the R. O. A. position? 

The sanje as io the first, or L. O. A. position, except that the sagittal 
mture is in the left obhque diameter, and the occiput directed toward the 
right ilio-pcclineal eminence ; and in general the same description will 
apply throughout, aubslitncing right tor left, and vice veisa. 
How often does this position occur ? 

Very seldom, owing to the infrequEncy of left lateral obliquity of the 
womb, and the presence of the rectum on the left side of the pelvis. 
How is the head situated in the R. O. P. position ? ' 
The occiput is opposite the right sacro-iliac symphysis, Ihe forehead 
e the left obturator foramen, and the sagittal suture lies in the right 
■ Abliijue diameter. 

What is the mechanism of delivery in R. O. P. position P 
"e four different processes by which it may be terminated, 
. Anterior rotation at (he inlet. 
^3. Anterior rotation at Che outlet, or during descei>t. 
'„ Anterior rotation on the perineum, and, 
)■ Posterior rotation throughout. 
What is meant by anterior rotation ? 

The rolaliou of the head so as to bring the occiput in front, thereby 
^converting the position into an R. O. A. 
How does anterior rotation occur ? 
t. From the fact that the foramen magnum is near the occipital end of 
the head, the shoulders are thrown further back in this position, and 
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therefore the right shoulder impinges upon the vertebral column or 
promontory. If it should be pushed off on the right side the child's 
back will be brought in front. This twists the neck, and the untwisting 
force of its elastic structure tends to rotate the head with the occiput in 
front. This occurs most easily at the inlet, next at the outlet or during 
descent, and rarely, even when the head has reached the perineum. 
2. The resistance of the posterior pelvic wall to the occiput is greater than 
that of the anterior wall upon the forehead, owing to the narrowing of 
the pelvis under the sacro-iliac arch, which also aids in anterior rotation, 
and according to some, is the only cause. 

What must occur before anterior rotation ? 

Flexion f continued until the circular cervico-bregmatic outline is 
reached. 

Under what circumstances does posterior rotation occur ? 

If the child's back is turned toward the mother's back, and remains so, 
the head cannot rotate anteriorly, and is delivered with the forehead under 
the sub-pubic arch. 

What difficulties are encountered in posterior rotation ? 

1. The labor is more prolonged, because the uterine force is transmitted 
through the posterior and narrow portion of the pelvis. 

2. The perineum is endangered, because the head cannot be fully flexed 
while passing over it. 

How may we recognize the R. O. P. position } 

1. At the beginning of labor the anterior fontanelle (usually large) will be 
found very accessible in front, and to the left. 

2. As flexion occurs the fontanelle will move upward and become less 
accessible, which is directly the reverse of the course followed by the 
posterior fontanelle in L. O. A. 

How should the R. O. P. position be managed } 
As soon as discovered, a reasonable effort should be made to rotate the 
shoulders with the back in front, by external manipulation. This may be 
aided by two fingers placed upon the vertex, and similarly employed in 
endeavoring to rotate the head. If these efforts fail, we may leave the 
case to the uterine efforts, until it is evident that natural delivery will take 
too long, when we should employ the forceps. 

What is to be avoided ? 

Attempts to rotate the head without reference to the position of the 
shoulders. It endangers the child's life, from over-twisting of the neck, 
and is rarely successful. 



What ia the mechaniam of delivery in the L. O, P. position ? 

The sime as in ihe third or R. O. P., except lliat nnterior rolalion coq- 
verls il into aa L, O. A., and in general left is to be suiistituled for right, 
nnd vice versa, throughout the deseriplion. 

What are the causes of the Face presentation ? 
t. From a misdirect ion of the uterine aj is (tine to pendulous abdomen 

and the like) the contractions may propel the head, originally presenting 

the vertex in such manner thai it! occiput is arrested at the brim, while 

the facial end, being free, descends. Thus an L. O. A. may be converted 

into an R. M. P., and an R. O. P. into an L. M. A. 
X. External violence or jarring may distnrh and change thS presentation. 
3- The child may, by rellex movemenls, extend its head. 

What plane and diameters are described in the Face presenta- 
tion ? 

A plane drawn throagh the anterior limit of the anterior fontanelle, the 
malar bones and the junction of Ihe chin aiidf eck, is called the {rachch- 
bre^iatU plane. 

It is of elliptical outline, and nearly parallel to the cervico-bregmatic 
plane, but smaller. Its long diameter is Called the trachclo-bregmalic ; 
its transverse diameter, drawn from one malar bone to the opposite, the 
bi-malar. 

How is the head Eituated in the L. M. A. position ? 

The chin is opposite a point in front of the left acetabulum ; the ante- 
rior fonlanelle is opposite the right sacro-iliac symphysis. The features of 
the face [eyes, nose, mouth, eta) may he fell lietween the points. 

What is the mechaniEm of delivery in the L. M. A. positioD ? 

The head descends with its trachelo-bregmatic diameter presenting in 
the right oblique diameter, and withont difficulty, until the cervico-breg- 
nialic plane has entered the pelvis. By this lime the diameter of the neck 
or upper part of the chest is added to the cervico-bregmatic diameter, and 

tthis constitutes loo large a bulk to pass. Delay therefore occiu^. 
I How ia this difficulty overcome ? 
I As soon as the head can reach far enough lo be acted on by the peri* 
nenm, the perineal force (see page 60) will cause the head to be flexed, 
and allow it to sweep easily over the petinenm. Therefore, if the head is 
small, or the neck long, there may be no delay ia flexion and delivery. 
Otherwise the head must remain stationary until it is moulded and wire- 
is to ennhle it to reach to Ihe perineum. 
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What effect has this delay, etc., upon the child ? 

1. It is endangered by the pressure upon its cervical structure. 

2. The caput succedaneum forms easily upon the face, and the parts may 
be perilously swollen and infiltrated. 

What treatment is demanded, and why ? 

Since the delivery can be readily accomplished by securing flexion after 
the face has reached the inferior strait, we should assist the mechanism — 
I. By attempting to flex the head with the fingers, and 
a. With the forceps, if the fingers fail, or traction is necessary to bring the 

head low enough to be flexed. 

What is the mechanism of the R. M. A. position ? 

The face enters the pelvis with the chin in front and to the right, and in 
general the same description will apply, substituting right for left and vice 
versa, throughout. 

What is the mechanism of the R. M. P. position ? 

1. The trachelo-bregmatic f lane enters the pelvis with the chin opposite 
the right sacro-iliac symphysis. The forehead remains stationary at the 
front part of the brim, while the base of the skull and upper part of the 
chest attempt to advance under the sacro-iliac arch, which is impracti- 
cable. 

2. The shoulders will thus be made to impinge upon the vertebral column, 
and will have a tendency to be pushed to the right of the promontory, 
with the back in front. This will twist the neck, and tend to rotate the 
head into an R. M. A. position, when the labor is terminated as in that 
position. 

The key to the mechanism, therefore, is anterior rotation at or near 
the inlet. If this fails to occur, the head and chest become tightly 
wedged, and unless the head is very small, or the pelvis large, delivery is 
impossible. 

What is the mechanism of the L. M. P. position } 

The face enters the pelvis with the chin behind and to the left, and in 

general the same description will apply, substituting left for right and vice 

versa, throughout 

What is the Brow presentation ? 

A variety of the Face presentation, the upper part of the face presenting. 
It is either converted into a full i^ce or into a vertex presentation, or can- 
not be delivered naturally unless the head is very small. 



Wbat plane and diameter are described in the Breeclb presenta- 
tion ? 

A plane drawn Iraasvei'sely Ihrough the ilia and sacrum culled the 
bis-iliac, from its long diameter, drawn between Ihe crests of the ilia. It is 
of elliptical outline and almost identical witb that of the shoulders. 

How IG (he breech situated in the L. S. A. position ? 

The SBCnim is in front of the left acetabulnm, the right ilium under the 
left snero-ilisc symphisis; the left iUum in front of the right acetabulum, 
and the pubes in the free space in fiont of the right sacro-iliac symphysis. 

What is the mechanism of the L.. S. A. position ? 

The bis-iliac diameter enters the pelvis in the left Dbli(]ue diameter, 
rotating during descent, so that when it arrives at the vulva, the lell ilium 
is direclly in front and the sacrum directly toward the left side. Since 
the breech is quite compressible, advanlnge is taken of this to enable it 
to pass out of the vulva with less distention of the perineum, by one of the 
bips passing in advance of the other. The breech being horn, the body 
and legs emerge, next the shoulders, following the same mechanism, and 
finally the head, which enters in the right oblique diameter, and passes 
down slrangly Heied, 

What is the mechaniam of the R. S. A. position ? 

The same as in the first, Substituting right for left, etc. 

Wbat is the mecbanisni of the R. S. P. and L. S. P. positions 7 

So Saj as the breech is concerned, the mechanism is Ihe same as in Ibe 
sacro-anlerinr position (making allowance for change in dirtction). But 
when Ihe head enters Ihe pelvi? it will be in an occipito-poslerior position, 
and there will be tbe same need for anterior rotation as in the correspond- 
ing vertex positions. 

What dangers are connected with the breech presentation? 

1. Compression of the funis. 4. Extension of arms over head. 

2. Premature respiration, 5. Extension of ibe head. 

3. Inhalation of mucus, etc. 6. Rupture of the perineum. 
How may the ftinis be cotnpressed ? 

If there is any delay in the birth of the head after the body is bom, 
the funis may be compressed between the head and pelvic walls, thus 
asphyxiating the child. 

What is premature respiration ? 

Afler the birth of the body, the contact of air may excite respiration, and 
abolish the placental circulation. Delay after tbi.i may result in asphyxia. 
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How m^ inhalation of mucus occur ? 

The child may respire while the head is detained in the passages, and 
may draw mucus or fluids into the lungs, causing either asphyxia or pneu- 
monia after birth. 

How may the arms be extended ? 

The arms are naturally flexed upon the child's body, and pass out with 
it, but if arrested by the pelvic walls, they may be extended alongside of 
the head, increasing its diaipeter, and making delivery impossible until they 
are brought down. 

How are the arms to be brought down ? 

One or two fingers are to be passed by the child's head and laid upon 
an arm from behind. The arm is then to be pushed across the child's y&r^, 
and so on until brought down by the side of the body. This may be 
repeated with the other, if both are extended. 

How may the head be extended ? 

The head is usually so tightly grasped by the uterus and vaginal walls as 

.to be kept flexed, but if the pelvis is small, or improper traction is made 

upon the body, it may be extended, and will then present a large outline 

in passing through the pelvis. This makes its advance more difficult, and 

may cause a laceration of the perineum. 

What is the foetal mortality in the breech presentation ? 
From thirty to fifty per cent. 

How should a breech case be managed throughout ? 

As a rule itfchould not be interfered with until the breech is born. The 
physician should then — 

1. As soon as the hips are delivered, draw down a loop of the cord, as 
otherwise it may be compressed between the child's head and the pelvic 
brim during the descent of the former, and, not being able to pass down 
as rapidly as is required, it may be torn off at the umbihcus or so stretched 
as to interfere with the placental circulation. If the cord is pulsating 
strongly, place the loop thus drawn down out of the way in the postero- 
lateral part of the pelvic excavation. If the pulsation is feeble or absent, 
hurry the delivery. 

2. As the shoulders are coming down, endeavor to secure anterior rotation 
if it is in a posterior position. 

3. As soon as the body is born, bring down the arms, if extended. 

4. If the head is not at once born, pass two fingers to its mouth, to secure 
a supply of air and to admit of respiration. 



5- Draw the body down ngainsl and parallel lo the perineuni (to flex Ihe 
head). Then elevate the body, turning it over on lie mother's abdomen 
while milking traction. An ftssistaiit.if possible, should pre55apoa the hypo- 
gastrium.lo foi'ce the head down. Repeat the raan'tuvre, if necessary. 
What catition is neceasary In pulling; upon the child's body ? 
The neck breaks whh the weight of loo pDnrfds, and decapitation occurs 

with I20 pounds. (Matthews Duncan.) 

Under what circumstances is earlier interference indicated ? 
When the labor is unduly protracted we may suspect that the soft bteecli 

is spreading out and being wedged in the pelvis, rather thaff being molded 

into a shape suilohle for passing. We may then — 

1. CBTcfuHy introduce Ihe hand and bring down one or both legs lo use in 

2. We may use A.fiUel. Pass a silk bandkerehief or roller bandage over 
the child's groin, to use in making trBCtion. A " blunt hook" or other 
metallic instrument should never be used on a living child. 
What varieties of Ihe breech preseDtation occur 7 
One or both feet or legs may come in advance of the breech, which is 

a Breech footling. 
How does the descent of one or hath feet affect the tnechanism ? 
Very little, except by offering a temptation to pull upon them, and thu5 
Kfai extend the arms anil head. The lirst stage of labor may be longer, 
n the want of an even dilating wedge in Ihe os. 

3 the child situated in the L. D. A. position ? 
■ The right shoulder presents in the os uteri, the head lying in the left 
SB and the breech in the right iliac fossa, or a little higher. 
' is the child situated in the R. D. A. position ? 
left shoulder presents in the os, the head lying in the right iliac 
fossa, and Ihe breech in the left iliac, or a little higher. 
How is the child situated in the B, D, P. position? 
_ ^ The right shoulder presents in the os, the head lying in the right iliac 
^^Ubua, and the breech in the left iliac fos^a, or a little higher. 
^^H How is the child situated in the L. D. P. positiun ? 
^^K The left shoulder presents in the os, the head lying in the left iliac fo^sa, 
^^^bd the breech in the right iliac fossa, or a little higher. 
^^^^HWhat are [he modes of delivery in the transverse presentation ? 
^^^B There is no natural mechanism, but 
^^^^K The cliild, if very small, may be doubled up and expelled. (Kare.) 
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2. The child may be spontaneously turned in utero, so that it becomes 
either a vertex or breech presentation. (Rarer.) 

3. After the child has been doubled up the breech may be pushed down 
after great efforts. This is called spontaneous evolution. (Rarest.) 

How should transverse presentation be managed ? 

We should not await an^ of the spontaneous methods, but turn the child 
to a vertex or breech presentation. (See Version.) If this is impossible, 
we will have to perforate the chest and reduce the size of the child. (See 
Embryotomy.) 

What varifty of the transverse presentation occurs ? 

The hand or arm may be in advance of the shoulder, and may present 
at the vulva. Care should be taken not to confound the hand and foot 
with each other. 

What anomalous presentations are occasionally observed ? 

I. The body of the child may be so doubled that the feet present with 
the vertex or face. 2. One or both hands may be added to the vertex or 
face presentation. 3. The funis may present with any of the others. 

PATHOLOGY OF LABOR. 

DYSTOCIA. 
What is dystocia ? 
The technical name for labor which departs from the normal standard. 

How is labor rendered abnormal ? 
By disease, defect or accident affecting — 
I. The motive force. 2. The foetus and its attachments. 3. The mother's 
tissues or general condition. We have, therefore, three classes of dys- 
tocia: I. Uterine; 2. Ovular; 3. Maternal. 

In what way may the motive force be affected ? 
It may be : I. Excessive. 2. Deficient. 3. Irregular. 

What evils may excessive uterine action occasion ? 

1. Precipitate labor, involving a too sudden emptying of the womb, with 
laceration of the cervix and perineum. 

2. Rupture of the womb when there is much resistance. Opium, chloral 
or anaesthetics will control it. 

What is deficient action ? 

Uterine inertia, or any deficiency in the power, length or frequency of 
the uterine contractions. 
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it evils may uterine inertia occasion? 
e principal one, and wbich icvolveE many evils, is ,lday in tlie labor. 
Elelay is burtful, more or less, according to ihe stage In wlucb it occurs. 

1. At all times the protraction of labor beyond its normuL limits enfeebles 
the molher and endangers the child's circulation. 

2. In the second stage additional dangers arise, from pressure upon the 

» maternal tissues, with possibilities of sloughing, fistulas and septic pro- 
In the third stage inertia, may lead to fata! hemonrhage, thrombosis in 
Uterine sinuses, witb subsequent seplicOMDia and otber diseases. 
What are the causes of uterine inertia ? 

1. Defectiie innervation or circalation of the nterus. 
z. Paralysis of the uterus from over-dislemion, 

3. Oi^anic defects in (he uleriue muscles. 

In what ways may the innervation and circulation of the womb 
be affected 7 

Tile nervous supply of the olenis being spina!, cerebral (vasomotor) 
and ganglionic, it may be alTected by mental emotion, the shrinking from 
pain of the hysterical temperament, Imptoper ventilation, or fmm either 
direct or indirect distnthance of the uterine centre. The latler may be 
d by malarial poisoning or by reBcK inGnences from other disturbed 
Premature rupture of the membranes is frequently associated with 

tinertia, probably as cause. 

How may the uterus be paialyxed from over-distention ? 
The walls of the uterus may be mechanically over-distended by twins or 
dmpsy of the aninlan, making the contractions feeble. 
What orgHnic defects are met with ? 

The uterus which has freqnently gone through the processes of preg- 
nancy often has its fibrous and uncontractile element increased at the 
expense of the muscular tissue. This decreases the power of the uterus \ 
hence, old multipara; frequently have protracted labor from tins Cause. It 
Ullaid that fatty degeneiatioo sometimes occurs. 
^B How should uterine inertia be treated P 
^P If sufficiently great lo unduly prolong labor we should — 
^^. Endeavor K^ascerlain and remove the cause. 

2. Fhce the woman under the best hygienic conditions. 

3. If the source of reflex disturbances cannot be removed, we may quiet 
the nerve centre i>y chloral, opium or the bromide of potassium, after 
which the inertia is commonly relieved. 
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4. Quinine is always useful in malarious districts. 

5. Massage and stroking of the uterus through the abdominal walls may 
be tried. 

6. If over-distention exists we should early rupture the membranes, 

7. In the second stage we may supplement the uterine force (a) by Kris- 
teller's method, {b) by the forceps. 

What is Kristeller's method ? 

Place the hands on the abdomen (facing the woman's feet). Endeavor 
at intervals to push the child through the pelvis. Called also expression. 

What should be avoided in treating inertia .' 
The use of oxytocics. 

What are oxytocics ? 

Drugs credited with the power of directly affecting the uterine muscle, 
and of causing or strengthening contractions, such as ergot, cinnamon, 
borax, and many others. Of these the one most used is ergot. 

What objections exist to the use of ergot in labor ? 

It is uncertain in action, and when it does act, causes tonic contraction 
of the uterus and an unremitting effort to expel the child. If this takes 
place before the os is dilated laceration of the cervix may occiir ; if the 
head is large, rupture of the womb may occur; in any event, the placental 
circulation will be continuously compressed, and the child in danger of 
asphyxia. Ergot should never be given before the birth of the child, and 
from its uncertainty, should never be depended upon in the third stage. 

What objections exist to the use of stimulants ? 

A dose of whiskey is often given, increasing the woman's courage, and 
the contractions of the abdominal muscles. But if labor is not speedily 
terminated, reaction follows, and the labor will be retarded. 

What is irregular action of the uterine force ? 

Irregular contraction of special fibres instead of general contraction of 
all. Its typical form is called " ante-partum hour-glass contraction." In 
this condition, a circular band of fibres, usually a little above the cervix, 
contracts firmly and lonically, while the rest of the womb remains inert. 
This holds the child tightly in the womb, and suspends normal con- 
tractions. 

How should this be treated ? 

Relaxation should be attempted by anaesthesia or by emetic doses of 
ipecac. These failing, our only resource is in artificial delivery by forceps, 
or embryotomy. 
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What obstmclions to delivery are encountered in the maternal 

1. At the OS uteri ; rigidity, lEdema, atresia, or displacemcat, 

2, In the vagina; fibrous bands, atresia, persistent hymen. 

3. An unyielding perineum. 

4, Tumors, inclniliiig a distended bladder or rectum. 

5, External; cedema and thrombus af the labia; hernia. 

6. Deformities of the pelris. 
What is rigidity of the os (or cervix) uteri? 
An unyieldinjT and undilatable condition, due — 

I. To organic charges, and 2, to temporary spc^modic contraction of the 
oral fibres. The first form is due to inflammatory or hypwtrophic con- 
ditions by which the cervical fibres have become thickened and fibrous. 
The second form may occur at any time during the first stage of lat>or, 
■nd is usually associated with nterine inertia. 
How may organic and functional rigidity he distinguished P 
I. In organic rigidity the edges o( the 05 are liici and dins^, and the 
cervix has not entirely disappeared. 

. In rigidity from spasm the edges of the os are lAin and ^ftts^, giving 
the sensation of sharp, wiry re^slance. It is also associated with some 
constitutiotinl disturbance, the woman being nervous and Rdgetj and 
the vagina hot and less moist than usual. 
What treatment is indicated ? 
. In organic rigidity the uterine contractions should he allowed ample 
I dme to force open the os ; this failing, incisions should be made with a 
I Ustoury. The patient should be placed in Sim's position, the speculum 
introduced, and the incisions made radiating from the as, to a sufficient 
estent to allow the head to come through with or without the forceps. 
The condition is rare, and such extreme measures arc rarely called 
for. 
. Functional rigidity depends upon much the same causes as uterine 
inertia, and demands similar hygienic treatment. Ciilorol, gr. xv, every 
hour, will be found effective. Over-stretching may be used. This is 
accomplished by inserting the index and middle fingers within the os, 
and spreading them forcibly, so as to stretch the oral fibrts. The fingers 
exert so little real force that no judicious person can do harm with this 
procedure. It may be repeated in an hour, or with two or three succes- 
lions. If necessary, Molesworth's or Barnes' dilators may 
be used, to dilute with more force and rapidity. 
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What is oedema of the cervix ? 

An infiltration of serum, especially into the anterior lip of the cervix, 
which impairs its dilatability. It is due to pressure from the child's head. 

What is the indication for treatment ? 

To remove the cause ; as long as the head remains the swelling will 
continue ; hence deliver with forceps before it becomes too extensive. 

What is atresia of the os uteri ? 

Entire closure of the os, due to inflammatory adhesions of the cervical 
lips. It is very rare, and demands similar treatment to organic rigidity. 

What is displacement of the os uteri .' 

Removal qf the os from its usual place in the vagina, usually due to 
a forward displacement of the fundus. This in turn is due to a relaxed 
condition of the abdominal muscles. [Cases are recorded in which the 
fundus of the womb rested on the woman's knees, in the sitting posture, 
throwing the os so far back as to make it inaccessible.] The same 
condition is sometimes caused by tumors, displacing the womb in any 
direction, but the usual displacement of the os is backward, toward the 
promonotory. 

What are the dangers of this condition ? 

1. The child's head is pressed against the anterior wall of the cervix, 
and is unable to leave the womb, unless through a rent in the anterior 
wall. 

2. The incautious examiner may mistake the thinned wall for the mem- 
branes, and make the rent himself. This condition is common enough 
to warrant every one in making the discovery of the os and the condi- 
tion of its edges the first duty in labor. 

What treatment is indicated ? 

Replace the womb by pushing the fundus backward, while, if possible, 
the finger is hooked into the os and it is pulled forward. If the displace- 
ment has been great, a bandage should be applied around the abdomen, 
to retain the uterus in position. 

What treatment is indicated for a small vagina, obstructive 
bands, etc. ? 

A vagina small enough to impede delivery will require the forceps to be 
used. Bands or a persistent hymen may be incised. While the head 
distends and makes tense the band, a knife placed between the head and 
band is allowed to be pushed through. Care should be taken to cut as 
little as possible, and to tear rather than cut after the edge is severed. 






How may ihe perineum obstruct labor ? 
r. The perintum may be congeoitally defeciive in slTucIure, 
been imperfectly developed during pregnancy, constilnling organii 
a. Or its muscular fibres may be iu a condilion of spasm, or 1 
rigidity. Tbe same measures may be used which are applicable i 
if the cervix, but the forceps may be used instead, which render 
icdeut of the perineum. 

What ia to be done when tumors obstruct delivery ? 
e treatment uf a distended bladder and rectum is olivious. 
No rule can be laid down for other tumors. If the tnmo 
'able or con be diminished in size, it may be done. If not, 
be lessened in size. 
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do the external tumoiH (cedema, thrombua and 

enough to obstruct delivery, a 
I number of punctures should be made with a fine bistoury, which will 

speedily drain and remove iL 
1. A large thrombus occasionally distends the labium obstructively. A 
free incision should be made, the clot turned out and hsemastalics 
applied if necessary. 
— 3, Hernia rarely complicates labor. If irreducible, i( requires avoidance 
■ of bearing down. 

DEFORMED PELVIS. 
E In what parts is the pelvis deformed ? 

t may be generally contracted throughout, or ihc deformity may be 
lied lo the inlet or outlet. 
f What is the generally contracted pelvis called ? 
I The pelvis xijuabililer juslo minor. . 

> What diScuUies does it occasion in laSor ? 

nail head will pass through it wilh the normal mechanism. A large 
Bill be unable to pass unless aided by the forceps. 
I In what ways ii the inlet deformed ? 

9 Infijimmalio't of a sacro-iliac or hip joint occuniiig during the devel- 
opmental period, may so affect one sacro-iiiac arch as to malerially 
lessen one oblique diameter. This may not affect the oppo^le oblique 
diameter, or there may be a flallening of the whole inlet, contracting the 
conjugate diameter, and lessening the calibre of the remaining canal. 
a, Kachilis may so aflect the pelvis as (o cause a flattening of the inlet 
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and contraction of the conjugate diameter, entirely obliterating the 
normal condition of the canal. 

3. Osteo-malaciay or softening of the bones, may distort the inlet in a 
variety of ways, always diminishing its effective diameters. 

4. Curvature of the spine may, by kyphosis, scoliosis or spondylolisthesis, 
so displace the promontory as to cause, in effect, the same deformities 
as in the other classes. 

What is kyphosis ? 

Posterior curvature of the lumbar spine. Its usual effect is to lengthen 
the conjugate diameter and diminish the transverse diameter by tilting 
the sacrum backward. Such a pelvis is called ** funnel-shaped,** a name 
also given to a pelvis of male type resulting from imperfect development. 

What is scoliosis ? 

Lateral curvature of the spine. It may only impair one side of the 
pelvis, but, if great, may cause serious deformity. 

What is spondylolisthesis ? 

A slipping forward of the last lumbar vertebra on the sacrum, so as to 
greatly contract the conjugate diameter. 

Do deformities of the inlet affect the whole course of delivery ? 
Generally the trouble is over when the head has passed through the 
inlet, the rest of the pelvis being undeformed. 

What effect upon delivery is occasioned by deformities of the 
inlet ? 

1 . The presentation is apt to be irregular. 

2. The agreement between the axes of the uterus and pelvis being dis- 
arranged, the uterine force is deflected, which protracts both the first 
and second stage. 

3. The normal mechanism of delivery is perverted. 

4. The inlet is made too smalt to admit the child to pass readily. 

5. The maternal tissues are more apt to suffer from pressure due to the 
misdirection of the uterine force. 

In what way is the mechanism altered ? 

1. The head is usually more /ra«jv^rj^/^ placed, and rotation has to be 
made through a longer arc. 

2. The head has to make a curted passage around the promontory before 
it can enter the inlet. 

3. The narrowing of the pelvis delays the head until it can be compressed 
and moulded to a suitable size. 



How are degrees of deformity estlTnaled]? 

By the koglh of tlie conjugate dinmeter, as determined by pelvimetry. 

How may the conjugate be measured 7 

Various instrumenls called pelvimeters are in ~use, but the mast avail- 
able is the finger of the physician. 

One or two fingers are passed into the vagina, and extended so as lo 
reach the sacral promontory. The point at which the anterior com- 
miSBUre of the vulva touches tlie hand may then be noted, and the reach 
measured. This is the diagonal conjugate. Deduct aa inch from this 
for the thickness of the pubes, and we have the hypothenuse {*) of a 
righl-!ingled triangle, in which the real conjugate (y) is one 1^, and the 
inner face of the pubes (z) is another — (Then x^ ^ ya ^ ^jj 

Id a normal or slightly deformed pelvis the promontory cannot usually 
be reached, hut in all cases where il is a practical matter, the length of the 
conjugate can be determined in this manner. 

What degree of contraction is compatible with delivery 7 

Much will depend upon the skill of the physician, but in general lerm-i. 
it may be said thai with a conjugate of three inches or more, a livitig child 
may he entracted, with or without the forceps; three to two and a half 
inches, may be delivered hy forceps or version, or at worst by craniotomy ; 
two and a half or less, may be delivered by craniotomy, but the statistics 
show that the Qesarean section is as safe. (Parry.) 

How may the outlet be defortned ? 

By a narrowing of the transverse diameter, due to a too close approach 
of the iscbia ; or of the conjugate diameter, due lo anchylosis or rigidity of 
the sacro-coccygeal joint Tlie first is rare, and the second common, in old 
primiparse. 

What treatment ia indicated ? 

SuHcient additional force to enable the head to pass, which is best fnr- 
□ished by the forceps. 

OVULAR DYSTOCIA. 

What departures from the normal condition occur in connec- 
tion with the fcetus and its envelopes f 

The mcmiraHis (a) may rupture prematurely; 
(j) may be too tough ; 
(c) there may be an extra amniotic sac ; 
(i/) there may be hydrops amnii. 
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How may it be recognized ? 

(he softness of tbe head and the eDlargemeat of ibe s 

Ltanelles. Moderate degrees are not recogniicd with cenainly until the 

rceps are applied, when the wide divergence of the handles show the 
eased bulk of the head. 

How should it be managed ? 

Sunple perforalion of the sltidl will allow the liiiid to escape, and permit 
the collapsed cranium to he withdrawn. The brain should also be broken 
up before the child is withdrawn. 

How tnay hydrothorax and other enlargemenls of the foetus 
obstruct delivery ? 

Effusion of serum in the cheat (hjdrothorai), abdomen 
il cellular tissue {ledema), may enlarge the bulk of the child and obstruct 
aelivety. The joints may be anchylosed in such a position 
its hulk. A child dying in ulero and becoming putrid tnay be iwoUen, 
but asUBlly causes trouble only by poisoning the mother. 

In any of these cases it may be necessary to reduce the bulk of the child 
by embryolomy. 

■ How is prolapse of the hand or arm by the head to be treated 7 
The prolapsed member is to be pushed up, as in the case of prolapse of 
the funis. If the arm is behind the head (Simpson) and the diagnosis can 
be made, turning is indicated. 

In what way may the foot or feet complicate head presentations? 

One or both feet may present alongside of the head, in which case the 
child must be more or less doubled up. It may be noticed that these acci- 
dents often occur tt^ether, feel, arms and funis, in yatying proportionE, 
prolapsing at the some time. 

How is the complication to be treated ? 

If rcct^nized before the rupture of the membranes, tbe feet may either 
be pushed up or the child turned. If at any time we find turning to be 
very difficult or impossible, we may know that the child is dead (because 
difficult to turn and doubled), and al once perform embryotomy. 

How may the shoulders give trouble in delivery } 

By not entering the pelvis, but catching on the inlets, thus preventing 

Ki head from advancing. 
How may this be recognized and treated ? 
By the manner in which the head advances and is retracted, as in the 
le of a short funis, and by external palpation. By external pressure (he 
Oulders may be pushed into their proper place. 



I TWIN LABOR. 

What is the usual course of twin labor f 
After the first child is bora n sliort rest occurs ; the pains recur (usually 
within fifteen minules) and the second child is born, and so on, if more 

What difficulties may occur in twin lahor? 

1. Both children may attempt to enter the pelvis si onco, and become 

2. After one bead has reached the oullet (he second may enter the pelvis, 
with the same result. 

3. Head locking may occur. 
What is head locking? 

When the first child is born by the breech, iW cbin may ealch upon the 
chin of the second child, presenting by the head. 
What general rules may be laid down for these complications? 

1. To push up one child and allow the other lo come down, if possible. 

2. When one child is partly born and the other wedged in with it, the first 
child is to be sacrificed la order to save the second. 

What forma of twin monsters complicate delivery? 
The principal forms aie — 

1. Two nearly separate bodies united in front by the thorax or abdomen 
(ex., Siamese twins). 

2. Two nearly separate bodies, united back to hack by the sacrum and 
lower part of spinal column (ex.. North Carolina sisters). 

3. Dic^balous monsters; the bodies single below, but the heads sepa- 
rate. 

4. The bodies separate, but the heads are partially united. 
The two latter are almost invariably still-bora. (Playfair.) 



EFFECT OF MATERNAL CONDITIONS ON LABOR. 
What maternal conditions may affect labor ? 
I. Syncope. 2, Hemorrhage, j. Rupture of the uterus. 4. Eclampsia 
How does syncope affect labor ? 

Usually by only temporarily suspending the uterine contractions. I 
issociated with organic heart disease it may prove fatal. The treatment i 
s indicated at any other time. 
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What forms of hemorrhage are met with ? 

1. From detachment of a normally implanted placenta, before the birth of 
the child, or accidental hemorrhage. 

2. From detachment of an abnormally implanted placenta, before the birth 
of the child, or unavoidable hemorrhage. 

3. During and after the third stage, ox post -par turn hemorrhage. 

What causes premature detachment of the placenta (accidental 
hemorrhage) ? 

External violence and irregular contractions of the womb. 

What symptoms does it cause, and why ? 

Hemorrhage afid colicky pains in the abdomen, but either may be 
absent. The hemorrhage may be concealed, i. e.^ the blood may dissect 
up the placenta and membranes without escaping from the womb, or in 
small quantity only. This will cause distention of the womb and pain. 
If there is no external hemorrhage the symptoms of loss of blood internally 
will be present. 

What treatment is indicated ? 

Prompt delivery^ on behalf of the child, which, after all, is usually 
destroyed by the impairment or total stoppage of the placental circu- 
lation ; and also on account of the mother, if the hemorrhage is at all 
extensive. 

1. The OS uteri should be dilated sufficiently to allow the child to pass. 

2. The membranes should be ruptured, and the child at once delivered 
by forceps or version. The membranes should not be ruptured until 
we can deliver, for the evacuation of the liquor amnii gives just that 
much more room for the effusion of blood, without any gain in uterine 
contraction. 

3. The woman's strength must be maintained by whiskey or hot milk, and 
inertia guarded against. 



PLACENTA PREVIA. 

What is placenta previa ? 

The implantation of the placenta upon the lower third of the uterine 
wall. The placenta may be centrally placed over the os uteri; its edge 
may reach to the edge of the dilated os; or any degree between these 
extremes may be met with. It is, therefore, divided into central, partial 
and marginal placenta previa. 
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How and why does placenta previa occur? 

Tbe ovum should bs, and usually is, arrested as soon as it enters the 
womti, by a fold of tlie mucous membrane. 

If these folds are not pruminent enough, it may advance until it arrives 
at the OS iDlernum, where the placenta will then be found. It is, Ibere- 
fore, found principally Li mulliparic, and in those whose organs nre in a 
relaxed condition. 

What is the source of heraorrhege in placenta previa ? 

The blood pours from the openings in the uleriae sinnses when the 
placenta is detached, and not from the placenta itself. 

How soon does placenta previa cause trouble, and in what 

Rarely before the sixth or seventh month of pregnancy. 

About this time the cervical segment, which is smaller than the funJa' 
region of the womb, has nearly reached its limits o! growth. The placenta 
then grows faster than the womb, and its edge is liable to become detached. 
Later in pregnancy the os uteri becomes patulous, and this again causes 
some separation o! the placenta. As a resnlt. hemorrhage occurs, more 
or less profusely. Usually, if rest is enjoined, the opened sinuses ore 
closed by a clot, and the hemoirh^e is arrested until further separation 
takes place. 

What are the dangers in placenta previa ? 

Death of the moLher from hemorrhage, and of the child fraci asphyxia. 
The maleroal mortality is one in fom' ; fcttal mortality one in two to 
\fbiee. 
K What treatment is demanded when it occurs before full term ? 

V Rest in hed, with or without a iampon, will arrest hemorrhage for the 

* tiinci the sinuses are closed by thrombi, and the case may go on to term 

or another hemorrhage. If the hemorrhage is great it is safer to induce 

labor at once, than 1o wait. Occasionally no hemorrhage occurs during 

pregnancy, not even in labor. 

How should delivery be manag^ed at full term ? 
I. Introduce one or two lingers within the os (the band being in the 
vagina) and dissect the placenta from the uterine wall for about three 
inches from the os uteri iu all directions, pushing it to one side, if 

X. Rupture the membrane, and if (here is an unfavorable presentation, 
turn the child and make the breech engage in the os; or if the head 
presents, the forceps may be used, if speedy delivery is necessary. 
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This partial detachment of the placenta will almost inevitably arrest 
hemorrhage (Barnes). The strength of the woman is then the main 
point to be cared for, and if in a reasonable time the uterus seems to be 
incompetent, the child may be delivered by art. 

What complications may interfere with this procedure ? 
A rigid and undilatable cervix, which is often present, because of the 
thickening of the tissues under the placental insertion. 

How is this to be overcome ? 

In premature cases, or when we are not prepared to dilate, the tampon 
may be applied for some hours. Otherwise the Molesworth or Barnes* 
dilators may be used to mechanically dilate the os, if the fingers cannot 
do it. 

What is a tampon, and how applied ? 

A tampon is a plug made of pieces of cotton, soft rags, or similar mate- 
rials, packed into the vagina so as to restrain hemorrhage. 

1. Place the woman in Sims' position and introduced Sims' speculum. 

2. With a pair of dressing forceps introduce a small wad of cotton batting 
within the os uteri. Continue to add similar pieces until the whole 
upper part of the vagina is packed with them. 

3. Gradually withdraw the speculum, continuing to add cotton until the 
whole vagina is packed. 

4. Apply a compress and T-bandage over the vulva. 

A roller bandage or lamp-wick (recommended by Foster) may be used* 
and will be easier to withdraw. 

How long should a tampon be left in place ? 

Seldom over twelve hours, and in placenta previa it may be necessary 
to remove it within an hour or two. 

What effect has the tampon besides restraining hemorrhage ? 
It excites uterine contractions, and aids in dilating the os. This should 
always be considered where these results are not desirable. 

What cautions are to be observed with the tampon ? 

1. The upper pieces should be moistened with a one or two per cent, 
solution of carbolic acid or other disinfectant. 

2. Never introduce it when the membranes have been ruptured, except in 
the early months of pregnancy, lest bleeding occur above it, distending 
the uterus. 

3. Watch it after it is applied, to see that blood does not flow past or 
through it. There is no danger if it is properly applied. 



What complication may occur in placenta previa after delivery ? 
Tlie exposed sinuses in Ihe cervical tegion may not be eOicienlly sealed, 
and hemorrhage may cotiLinue. The management will be as in post- 
n hemorrhages generally. 



POST-PARTUM HEMORRHAGE. 

What is the cause of hEmorchage post-pactum ? 

An unconlracted or incompielely contracled ulerus, whereby the opened 
sinuses of the placental site are not compressed, and bleeding is allowed. 
It is also TaTored by the retention of the piacenla, clots (incomplete 
delivery), and by RUraid tumors, lo a slight form, may he due to laceralioQ 
of the cervii, vagina and perineum. 

What are the symptoms of poat-panum hemorrbage ? 
I. Usuolly the blood pours out so freely as lo readily attract attention ; if 

concealed or retained in the uterus, it will occasion the symptoms of 

inlernal hemorrhage. 
3. The hand placed (m the abdomen will not End the womb hard and in 

ihe hypogastric region, but soft and at a higher level. 

What are Ihe indications for treatment ? 
I , To empty the womb. 
1. To make the womh contract. 

3. To cause clots io (he opened sinuses, if tlie womb fails lo contract. 

4. To support the woman's strength. 
How is tbis treatment'to be carried out ? 

The hand should be introduced into the \Tumb, and clots or other con- 
tents removed. 

The hand is reintroduced and moved about, stroking the uterine walls, 

While Ihe other hand is similarly engaged on the abdomen. This will 
often succeed in arousing conlrnctions, and lead to Ihe expulsion of the 
hand from the womb. If not, 
3. A handkerchief, soaked in vinegar, may be carried into the womb and 
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squeezed out ; or a peeled lemon ; or a piece of ice. I 

4. Injections of hot water (100° F.) may be used. ^t 

I J, The faradic current may be useful, if at hand. ^H 

^ As a last resort, and lo cause clots, injections of tincture of iodine, or ^^M 

• solution of ferric chloride, diluted oue-Ihird, or even of full strength, may ^H 

b be uied. ^H 
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How may post-partum hemorrhage from inertia be prevented ? 

By delivering the placenta by the method of Credd. 

What internal medication is proper ? 

Stimulants, opium and ergot, but no dependence is to be placed upon 
anything but local treatment. Hot milk is both stimulant and rapidly 
absorbed. 

What is the operation of transfusion ? 

Injecting into the circulation blood, milk or other fluid, to replace the 
blood lost by hemorrhage. To inject blood requires special and costly 
apparatus and great skill. Milk may be injected with little trouble. Care 
must be taken to avoid injecting air, and not to inject so rapidly as to dis- 
tend the right side of the heart. For this reason it is safer to expose the 
radial artery and inject toward the hand, slowly and gently. 

What is secondary hemorrhage and its cause ? 

Hemorrhage occurring after an interval of several hours or even days, 
after delivery ; it is usually preceded by ordinary post-partum hemorrhage, 
and may be due to a return of uterine inertia ; the detachment of thrombi ; 
retention of pieces of membrane, or clots; displacement of the uterus, from 
a too tight bandage ; and impacted rectum ; sitting up too soon, or depres- 
sing mental emotions. 

What treatment is indicated ? 

The same in principle as in immediate hemorrhage, with due attention to 
the exciting cause. 

RUPTURE OF THE UTERUS. 

What is rupture of the uterus ? 

A tear or laceration in the substance of the uterine body, usually per- 
mitting the escape of the child into the abdominal cavity. 

Under what circumstances does it occur ? 

Generally during the second stage of labor, the rent beginning in the 
cervix and extending toward the fundus. Rarely the peritoneal covering 
escapes laceration ; also it occasionally occurs early in the labor, or even in 
premature labors. 

What is the cause of rupture ? 

During labor there is a tendency for the anterior wall of the cervix to 
be pulled upward, and for the posterior wall to be pushed downward 
(D. Berry Hart). If the head becomes packed in the inlet early, so as to 



prevent Ihe onterior wall of the cervix from being pulled up, ihe anlerior 
wall just above ibe head becomes greatly thinoed, owiug to this upward 
pulling, and rupture almost invariably begins at this point. The thickened 
ring of Bbres just above the point of thinning is known as Bandl's ting. 

What Gymptoms denote its occurrence ? 

During or just after a labor pain the woman is seized with an acute and 
persUlmt pain. The form of the uterine tumor is changed and the pre- 
aentatiDn is retracted. As blood is effused from the rent, symptoms of 
internal hemorrhage and shock are added. The lingers passed ioto the 
vagina readily rea^nize the rent, and if the child has altogether escaped 
into the abdominal cavity the inleslines will have prolapsed through the rent. 

What treatment is indicated ? 

1 . Preventive [ a prompt resort to the forceps when the occurrence is . 

2. Afterwards, if the presentation is not entirely retracted, an attempt may 
be made to deliver /jfrcfuj natiirales. 

3. In any case, unless it can be demonstraleii that the periioneum is un- 
hroken, Ihe abdomen should he opened by an incision, the uterine wound 
closed by sutures, all blood and fluids removed from the abdominal 
cavity, and strict antiseptic precautions observed. 

What is the mortality from rupture ? 

1. Tn cases abandoned to nature neatly all die. 

2. -When Ihe child is delivered without gastrolomy a few more recover. 

3. When gastrotomy is at once performed, 60-70 per cent, recover. 



■ ECLAMPSIA. 

What is puerperal eclampsia ? 

A form of convulsions occurring before, during 01 after labor, which 
resembles epilepsy in clinical appearance and urasmic convulsions in cause. 
The typical form occurs during the seconil stage of labor. 

What is the clinical history of an attack 7 

1. The patient is suddenly seized with a tonic spasm, involving the 
muscles of the face and thorax, usually of the upper extremities, and 
occasionally of all the muscles. This tonic spasm lasts for about one 

2. Is succeeded by elaitic spasms or twilchings, lasting for stvtral minuUs. 
The convulsions subside and— 

3. Are succeeded by coma, with stertorous breathing. Tlie patient may 
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become conscious or the convulsions may be renewed in the same order, 

keeping up until the patient is exhausted or recovers. 

The masseter muscles are contracted tonically throughout the seizure. 
The interference with respiration causes the face to become red or livid. 
The duration of each seizure and the interval between, depend upon the 
severity of the attack. 

What prodromic symptoms warn us of an attack ? 

1. Severe and persistent headache is often complained of before an attack, 
frequently associated with disordered vision. 

2. Albumen in the urine should also put us on our guard. 

What is the cause of puerperal eclampsia ? 
The cause is complex, the main factors being — 

1. During pregnancy the blood becomes deteriorated (hydrsemic), and the 
ill-supplied nerve centres become more irritable or convulsable (Barnes). 

2. The processes of elimination, especially through the kidneys, become 
defective, and urea (including other excrementitious matters) is retained 
in the blood. Therefore the nerve centres are supplied with poisonous 
or irritating substances, as well as impoverished. 

3. Vascular tension is increased during pregnancy, and especially during 
labor, which intensifies the action of the foregoing factors. 

4. During labor the interference with the cephalic circulation (from bear- 
ing down, etc.), causes hydraemia of the brain and of the nerve centres 
specially concerned with eclampsia. 

Which of these factors is the most important ? 
The uraemia, as shown by the fact that 50 per cent, of eclamptics have 
albumen in the urine. 

Wherein does puerperal differ from ursemic eclampsia ? 

The temperature in the former is high, has been observed as high as 
109° F. (Busey) ; in uraemia it may even be subnormal. The clinical 
history also differs. 

Wherein does puerperal eclampsia differ from other forms of 
convulsions .' 

1. In hysteria the spasms are altogether irregular and consciousness is 
never entirely lost. 

2. In apoplexy the condition of coma is permanent, and there is a differ- 
ence in the size of the pupils. 

3. In epilepsy, the history will distinguish, except in labor in epileptics, 
who rarely have convulsions in labor (Parry). 
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P'What point in the etiology is disputed ? 

The condilion of the biain, ns to nnitmia or liTpeiKmiH. 

Traubc and Rosenstein assert Ihal hy<3r.Einia causes rcdema of tlie brain, 
which in turn leads to nnicmia from pressure upon [he capillaries from 
without. Others assert llial an;j:iDia of the brain is essenliol in eclampsia> 
and that the base ot the brain is anaemic, even when the convulsions are 

What effect upon Ihe cerebral circulation have the beBrtng- 
down efforts of the second stage, when eclampsia mostly 

The cervical veins are obstructed and blood accumulates in the brain. 
Does this occur when eclampsia takes place before or after 
labor ? 

Not demoDStrably ; and in these cases we conclude tbat ifae other factors, 

What arc the indicalions for ireatinent in puerperal eclampsia ? 

1. To relieve the irritability of the nerve centres. 

2. To reduce vascular tension. 

3. To reduce cerebral hypericmia. 

What preventive treatment is indicated? 
I. To eliminale urea, elc, by cathartics, and, 
a. To quiet the nerve centres by chloral and bromide of polassium. 



What treatment should be employed during the attack ? 
I. Venesection, as the quickest and most powerful means of reducing 

the vascular tension, cerebral hypern^mia, and secDodarily the nerve 

irri lability. 
z. Chloral and bromide of potassium by the mouth, if Ibe patieot can 

swallow, or in double doses by the rectum. 

3. Ether or chloroform may lie given until the chloral, etc., can be admin- 
istered and take effect. 

4. The labor, if in progress, should be terminated as soon as poHilile, 
without violence, 

5. Purgatives may be given, especially after delivery. 
d. A warm pack, I0 promote diaphoresis, may be used. 

What objections are urged against venesection ? 
That i1 is out of fashion, and does not reduce vascular tension in a 
healthy dog. 

Veralrum viHde may be used instead, if there is time In wail nponil* action. 



■^ 
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Wtaat drug was especially used before the discoveiy of chloral 

and the bromide ? 

Opium, which relievei ihe iiriiabiliiy of the m 

What objections exist to its use ? 

It allsp nerve irrilabilily nt the expense of nil other indications; when 
the kidneys nre seriously crippled it may, itself, cause death : it is n 
than other less dangerous remedies. 



MISCELLANEOUS COMPLICATION 

What coraplicalions may exist during or after the third stage 
of labor, beaides hemorrhage ? 

1, Placental dystocia, or difficullies in delivering the plac 
version of the womb. 3. Emphysema of tlie neck. 4, Lacerations of the 
cervix, vagina and perineum. 

What forms of placental dystocia occur .' 

1. Adherent placenta. 2. Hour-glass coniraclion. 3. A placenta ti 
large. 4, Clots Ijehind an inverted placenla. 5. Ulero placental vncuui 
6. Placentae saccenlurie and other anomalies of form. 

What is adherent placenta? 

The term is properly applied lo one tliat has contracted firm adhesions 
lo the ulerinc wall, from iniliiminnlion during pregnancy. There is usually 
a history of fixed pain in the Uterus. This is tare, but improper traction 
upon the cord may delay the separation of an otherwise normal placenta? 

How is adherent placenla to be treated ? 

Pass the hand into the uterus, find a deiacheii edge of the placenta, and 
by a sawing motion with the fingers break through the adhesions. 

What is hour-glass contraction ? 

Irregular or tetanic contraction of a part of the uterine walls, Ihe rest 
being relaxed, whereliy ihc placsnla is grasped and held ss if in a sac. It 
may be complicated, if not caused, by adherence of the placenta ? 

How may ii be recognized ? 

The hand, iulroduced into ihe womb, finds apparently a second os 
internum high up, caused hy the constriction of the raoscular fibres of the 
womb below the placental site. 

How is it to be overcome > 

The fingers, little by linle, and fing 
within the c 



I 



How may the bulk or the plactnta affect its delivery? 

A vety large placenta which has fBllen centrally upon tlie os, inUeaii of 
edgewise, may I>e loo bulky to pass without assistance. The same may 
occur with a placenta of moderate size, if dots have formed behinil it to 
such an extent as Lo prevent il from being doubled up. 

How is such a placenta to be delivered ? 

It should be perforated centrally by one or two (ingera, which will 
enable us to hook into and drag it down. 

What is titeio -placental vacuum ? 

A rare occurrence, in which the placenta being detached, a pull upon 
the funis makes a vacuum between the placenta and the uterine wali, Cnn- 
verting il into a sucker, resembling in action the leather disk by which tlie 
small boy raises bricks from the pavement. 

How may it be detected and remedied? 

Il resembles at first the large placenta, or one enlarged by clots, but as 
tirated, and the vacuum destroyed, it is delivered with great 
sponlaneouslj expelled al once. 

What irregular forma of the placenta are met with ? 
1, The ballUdore placenta, in which the funis is inserted al the margin, 

instead of cenirolly. 

The vessels of the cord may not unite, even at the margin, but ramify 

over the membranes before uniting to form the funis; known as the 

Vftamintous insertion of the cord. 

The suMivision may extend even to the placenta, and result in there 

being two or more pincenla:, situated at different points on Ihe uterine 

walls; z^tA plaetnta sttieenHtrix. 

These anomalies are uncommon, but sometimes lead to perplexities in 
the delivery of tlie after-birth. 



INVERSION OF THE UTERUS, 
What is inversion of the uterus ? 
A turning inside out of the womb, so that the fundus— 
. May present at lie os uteri (partial inversion), or — 
. Passes through the os and eKLends to or through the vulva (completi 
i^JPTeraton). 
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What is the cause of inversion ? 

Partial and irregular contraction of the uterus is the main factor, often 
aided by traction upon the cord in Slivering the placenta. No one can 
invert a healthy womb by traction upon the cord, but if the fibres under 
the placental site are not contracting, inversion will be very likely to occur* 
It may happen either before or after the placenta is detached. 

How may inversion be recognized ? 

I. The woman usually complains of great pain at the moment of the 
accident (a sensation as of something tearing loose within her). 2. Hem- 
orrhage and more or less shock follow. 3. The hand, placed upon the 
abdomen, fails to find the womb in its natural place, and when introduced 
within the vagina finds it there (unless external). It can then be mistaken 
for nothing but a fibroid tumor, which, of course, could not occupy the 
vagina just after delivery. 

How is inversion to be treated ? 

1. The placenta, if adherent, is to be detached. 

2. The womb should then be squeezed within the hand, to reduce its bulk, 
and attempts made to replace the fundus, with the hand grasping it, 
while the other hand presses downward in the hypogastric region, making 
counter-pressure. 

3. If this fails, endeavor to indent the uterine globe with a knuckle or the 
finger tips and thus reinvert it. The indentation is said to be best effected 
at the opening of a Fallopian tube. Pressure should be firmly and 
patiently continued, and if employed just after the accident, rarely fails. 

4. After the fundus is replaced the hand should remain within the uterus 
for some time, or until expelled. 

What is to be done in case of failure ? 

If called too late, or if replacement cannot be effected without violence, 
the fundus should be bathed with somewhat diluted tincture of iodine, to 
restrain hemorrhage, and allowed to remain inverted for one or two months, 
or until involution has taken place, when the reposition may be attempted 
by the method of White. 

What is emphysema of the neck ? 

During the bearing-down efforts of the second stage it sometimes hap- 
pens that a few air vesicles in the lungs are ruptured, and air escapes by 
way of the mediastinal space to the cellular tissues of the neck and face. 
It is usually limited to one side, the tissues being swollen and crackling 
under the fingers. It may cause great alarm, but is innocuous if left alone> 
subsiding in a few days without any ill consequences. 



What ill coDsequenccB attend' laceration of the mother's tls- 

The only immediate consequence is or mny be hemorrhage, easily coq- 
IrollGd. 

The remote consequences miy be serious, especially when Ihe perineum 

What is to be done when the cervix is lacerated ? 

Some BQtUorities recommend that sutures should at once be inserted ; but 
ihc general practice is to let it alone until the womb has passed through the 
period of inirolution of the womb. 

What is to be done when the perineum is lacerated 7 

Most aulhorilics recommend that it should at once be united with 
aulures, unless of very slight extent. 

^ OBSTETRIC OPERATIONS. 

Wbat are the capital operations of midwifery ? 
I. The use of the forceps. 2. Versiou. 3. Embryotomy in various 
forms. 4. The Cresarean se^tioa aod moditicalions. 5. The induction of 
premature labor. 
What are the obstetric forceps ? 

Two separate and similar pieces of steel, each fashioned into a blade 
and handle, inteoded to cross each other iu the middle and he temporarily 
united al that point by a lock. 

What is the object of the forceps ? 

1. They are used to seize the child's head and to make Iraetion upon it. 

2. They are used to aid the rotation of the head. 

3. They are used lo^rrj- or cstend the head, as may be required. 
Why is a fenestra or open space made in the bladsa ? 

To allow the parietal protuberances to project, thereby permitling the 
forceps 10 be applied to the head without at all adding 10 i!s bulk. 
What curves exist in the blades ? 

1. ThejM^i'c curve, so that they cau he applied at any point in the pelvic 
canal with equal ease. 

2. The head (or capital) curve, by which they are bowed outwardly, so as 
lo enable them to grasp and hold the head. 

How many forms of lock are in common use ? 

, or English lock ; the pivot, or French luck, and the button 
ir German lock. 
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How are the blades distingui^ed and named ? 

The blade to the left is called the left blade, or when provided with the 
pivot or button, the male blade (see Fig. 15). 

The blade to the right is called the right blade, or when provided with a 
slot, ^^ female blade. 

When should the forceps be applied ? 

In any case where the head presents, and where prompt delivery is 
necessary (either for mother or child), or to be regarded as preferable to 
waiting upon the natural efforts. 

May they be applied during the first stage ? 

There are few circumstances which warrant us in applying them before 
full dilatation of the os. The necessity for prompt delivery should be very 
clear, since bruising and laceration of the cervical tissues are almost inevit- 
able. 

What preliminaries are requisite to their application ? 
The consent of the woman being obtained, she should be placed in a 
suitable position and the forceps be placed in warm water. 

Fig. 15. 




DAVIS FORCEPS — UPPER VIEW. 

In what position should the woman be placed ? 

Lying crosswise in the bed, the vulva overhanging the bed's edge, and 
with her feet placed upon two chairs. The knees may be held apart by an 
assistant, and the legs covered. 

What station should the physician occupy ? 

Seated upon a chair, directly in front of the vulva, the forceps placed 
within reach. 

How should the forceps be applied to the L. O. A. position at 

the inlet ? 

I. The physician should take the male blade in his left hand, holding the 
handle securely, and having greased both the blade and his right hand, 
pass the latter into the vagina, high enough to enable him to feel the 
rim of the os uteri (on the left side of the mother). Two fingers will 
often suffice, instead of the whole hand. 




! Pass the blade along (he palmar saiface of the right hand or fingers, 

ming to place the blade nnrtsr the left sacro-iiiac arch, and, therefore, 

g the left side of the child'? head. This is usually very easy, as 

there is a free qwce a! that point. Care should be taken lo pass it 

between the cerviit and head. 

3. When the first blade has been adjusted to the bead, its handle 

should be pressed well against the perineum, so as to keep it out of the 

L.way. 

^K; The right hand is now cleansed and takes up the female blade, which, 

^p\ilth the left hand, is anointedi'andthe lingers of the latter passed into 

the vagina, to guard the rim of the os uteri. 

5. The female blade is then introduced upon (he palinnr aspect of the 

fingeis, with the view of insinuating it between the child's head and the 

pelvic walls, behind the obturator foramen, and, therefore, upon the right 

»side of the head. 
When the second blade is fnlly introduced, it should lie upon the first 
blade, with Che slot just opposite the pivot, and the handles being now 
compressed, the instrument is locked and fully applied. 
How should the first blade be held at the beginning of intioduC' 

As the lip of the blade enters the vulva, the handle should be held 
nearly perpendicular, with the tip above the inner limit of the right groin. 
The rest of the introduclion resembles the passage of the catheter in the 

How should the second blade be held at the beginnlog of its 
introduction ? 

As the lip of the bkde enters ibe vulva, the handle shiiild lie in the line 
of and almost touching the left grain. The handle is then brought almost 
directly to the median line, and the hlade pushed onward and upward, as 
soon OS the handle is free from the left teg. 

What should be done if the instrument cannot be locked ? 

The second blade should be withdrawn, and more carefully reapplied. 
Locking con often be elfected by simply pushing the handles well back 
upon the perineum. 

How should the forceps be held in making traction ? 

The handles should be grasped with the right hand, and gently com- 
pressed : the left hand should be placed over the lock, with a finger upon 
the top of each blade. 
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How is traction to be made ? 

1 . The left hand presses or pushes the blades downward and backward 
(and slightly to the right), while the right hand pulls the handles partly 
in the reverse direction and partly in the line of the handles. ' 

2. As the head descends, the direction of traction is changed, being made 
in the curve of the obstetric canal at all times. 

How long should traction be made ? 

For about a minute at a time, with an interval of the same or greater 
length, during which the handles should be partly unlocked, to remove the 
compression of the forceps from the child*s head. 

Should traction be made during a labor pain ? 

The contractions may be disregarded until the head presses upon the 
perineum, when traction should be made only in the absence of uterine 
contractions, and if the operator is not sure of his skill, he should with- 
draw the forceps at this point. 

How may the forceps be withdrawn ? 

By reversing the motion used in applying them, and with the same de- 
liberate ease. 

How are the forceps applied at the inferior strait ? 

The head having rotated, the blades will be on opposite sides of the 
pelvis, when on the sides of the head. Therefore, both blades are passed 
in the same manner, and nearly as the first blade is passed in the high 
operation. 

How are the forceps to be applied to an R. O. P. position at the 
inlet ? 

Precisely as in the L. O. A. position. 

How is traction to be made in the R. O. P. position ? 

1. The handles should be grasped firmly, so as to hold the head securely 
while, 

2. The handles are elevated, with scarcely any traction, so as to flex the 
head ; this being a necessary part of the natural mechanism. 

3. Traction should then be made in the axis of the canal, and with as littie 
compression as possible, in order not to interfere with rotation. 

4. If the twisting of the handles shows a tendency to rotate, this may be 
aided ; but rotation should not be forced. 

How are the forceps to be applied in the R. O. A, and L. O. P. 
positions ? 

The position of the head being the reverse of the L. O. A. and R. O. P. 



posiliong, the riglit side of the head is behind and at a dislance, the left 
bide in front, and near. Therefore, the female blade is first applied, under 
the right sacro-iliac arch, and in the same way HS the first blade in the other 
position. The male blade is then lottoduced in a ma.tiDer corresponding 
to the second blade, in the L. O. A. 

What difficulty is then encounlered ? 

The shank of the male blade will lie over the female blade, and the 
inslrumeot cannot be locked. 

How is this to be remedied ? 

Take hold of the handler separately, and bring each handle to the 
cnedioD line and beyond, nntil the handle of the female blade can be lilted 
over that of the male blade. They will then be in position for locking. 

How are the forceps to be applied on the face presentation ? 

In the lirsl and third positions, precisely as in the vertei, first and third. 
In the second and fourth positions, precisely as in the vertex second and 

May the forceps be used on any part but the head ? 

They have been used upon the breech, but are of doubtful utility as 
compared with other procedures, and not free from danger when so ap- 
plied. The objections do not, however, apply to the axis traction forceps. 

What are Ibe indications for the use of the forceps ? 
I . For delay in the second stage of labor, arising from (a) uterine inertia ; 

(j) any obstruction or disproportion. 
z. For delay in the first stage, rarely, as in [a) placenta previa ; [i) arganic 

rigidity; [c) absence of natural dilating agent. 
3. For rapid delivery, when required, by such complications as, {a) convul- 
sions ; {d) prolapse of the funis; (c] excessive uterine action menacing 
» rapture. 
For secondary purposes, as lot (a) extraction of the child in the Qesarean 
section; (6) after rupture of the Qterus; (c) for removal of tumors or 
foreign bodies from ihe maternal passages. 

What is the principal circumstance demanding their use ? 
Uterine inertia, or insufficiency of the uterine contractions to complete 
the labor. 

How long should the second stage be allowed to continue before 
resorting to the forceps ? 

Rarely over one or two hours. It is irratjonal to subject the woman to 
t, when we tan harmlessly deliver by art. 
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What alternatives do we posses to the use of the forceps ? 
Version and embryotomy — 

1. If prompt delivery is indicated in any case, and we do not possess the 
forceps or the skill to use them, we may employ version. 

2. If the forceps fail to extract the child, or the pelvis is so deformed as to 
render their use impracticable, we may perform version (according to 
some authorities), or resort to embryotomy. 

3. The last generation of physicians used a substitute, the vectisj which is 
simply a single blade of the forceps. It was used to slip over the head 
to flex it, or by alternately pressing on one side and the other to make 
traction. It can do nothing which cannot be better done by the forceps. 

VERSION. 
What is version ? 

The operation by which iht presentation oi the child is changed; called, 
also, turning. 

How many kinds of version are there ? 

1 . As regards the choice of presentation there are two — 
{a) cephalic, in which the head is made to present, and, 
[b) podalic, in which the breech is made to present. 

2. As regards the mode by which it is effected, we have three — 

{a) intemaly in which the hand is passed into the womb to effect the 
change, 

(b) external^ in which the change is effected by manipulation through the 

abdominal walls only, and 

(c) bipolar^ in which one hand upon the abdomen and two fingers (or 

more) internally are used. 

What are the indications for version ? 

1. To convert a transverse presentation into one of the vertex or breech. 

2. When rapid delivery is required, and the use of the forceps is not 
feasible, podalic version is indicated. 

3. According to some authorities, to render delivery easier in deformed 
pelvis. 

How is internal version performed ? 

I. The hand is cautiously passed into the uterus until a foot is reached 
and seized. As this foot is pulled down the child is turned until the 
breech presents. According to some, version will be easier if we seize the 
foot which is furthest from us. 2. The head may be seized and brought 
down in some cases. 






What cautions are necessary ? 

I. To introduce tbe hand slowly and gently, le&t tbe womb be lacerated. 

An:esthe£ia is sometimes of service in promotiag uterine relaxation. 
1. Not to mistake a liand for a fout. 

What posture assists in version ? 

When 3 transverse presentation is impacted the womiin may be plflced 
111 the knee-ciiest posture, which will aid in introducing the hand. 

How is external version performed ? 
I. Qy careful pnlpnlion we ascertain the exact position of the head anci 

z. One hand placed over the head (on the abdomen] and tbe other over . 
the breech, push the head and breech in opposite directions until one or 
the other is brought into the pelvic inlet. 
This is rarely practicable after the liquor amnii is evacuated. 
How is bipolar version effected ? 

1. One hand is introduced into the vagina, and two fingers made to press 
agBinst the presenting part. 

2, The other hand is applied on the abdomen and pressed against the 
head or breech of the child, while the fingers of the other hand press 
the jiresenting part upward and lo one side or the other. 

This method should always be tried before internal version is resorted 
:o, since, if successful, it removes the necessity of introducing the hand 
into the womb. 

Under what circumstances is version easy or difficult f 
I. When there is much liquor amnii. and the uterus is uncontrncted, it is 

easy of performance. 
I. When the liquor amnii has drained away for some hours, when the 

womb is tonioally or telanically contracted, and when the child has been 

dead long enough for posl-raortem rigidity to supervene, it is difficult, 

and sometimes impossible. 

When version fails in a transverse presentation, what allerna- 
operation have we ? 

Embryotomy. 



EMBRYOTOMY. 
What is embryotomy ? 

The operation by which the size of the child is reduced by catting and 
mutilation. It is now restricted to mutilation of the body; when appGed 
I to the head it is called craniolomy. 




ses the clu)j(^H 



performing ambryotomy on the 

hands on ihe abdomen and presses 
downward, so as to steady it. 

2, A perforaior is introduced into the 
vagina, and made to perforate thi 
chesl, and to divide several ribs. Core 
should be taken to guard the 
edges of Ibe perforator with two lin^i 
while introducing and using it. 

3. A blunl hooli, crotchet or other 
ment, is introduced into the chest 
through the perforalion, and tile viscera 
broken up and removed piecemeal. 

4, The body may then he doubled 
and drawn down by a blunt hook 
embryotomy forceps. 

5. In a few cases it is necessary to ( 
capitate the child before it can be < 
traded. This may be done by inst 
ments invented for the purpose, or bjri 
improvised melbnds, if the operati 
ingenious. 

What is craniotomy ? 
The operation by which the head Is 

lesssened in siie. 

I. The head is pressed down and steadied- 

by an assistant. 
X. Theheadisperforaled, 

3. The Ijrain is broken up completely, 
and if necessary removed by sytingingi 
out the cranial cavity. 

4. Traction ia made ujion the head by si 
finger hooked into the perforalion, by; 
craniotomy forceps, or by any suitable' 
instrument, and the head colli 
and is drawn out. If not sufficienll; 
reduced in siie by these steps, 



Care ^^ 



iliBpse%a 



What is eranioclasm ? 

The operation by whicb the vauJt of Ihe cranium is remove 

I. CraTiiotomy is p^rrormetl as above. 

a. With the craniociast (ot craniotomy forceps) seize an edge of bone 
perforalioD, and wrencb off as large a piece as possible, t 
cautiously withdrawn. This is repeated until Ibe vault of the ci 



■p 



Dved. 
'he head is then tilted, so that the craniotomy forceps Ci 

and the thin base of the skull is drawn dowti through the pelvi! 




^'Wtaat cautions are Decessary ? 

|> To preserve the scalp, so that the sharp edges of bone may be covered 
while it is withdrawn. Therefore, Ihe scalp is to be dissected up before 
using the craniociast, and its blades placed, one inside the skull, and Ihe 
other between the scalp and outside of the skull. 

Z. To guard the edges of fr^ments of bone with tivo fingers while with. 



g them. 

If even the base of the skull 
live have we ? 

Cephalolripsy, 



large to pass, what alterna- 
ful pair of forceps (the cephnlolribe) is 
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applied, and made to crush the base. Cephalotripsy may also be used 
before resorting to cranioclasm, but perforation of the cranium should 
always precede the application of the cephalotribe. 



CESAREAN SECTION. 

What is the Csesarean section ? 

Gastro-hysterotomy, or the removal of the child through an incision made 
in the abdominal walls and uterus. It is sometimes incorrectly applied to 
simpie gastrotomy (laparotomy) after rupture of the uterus. 

What are the indications for the Csesarean section ? 

1. A pelvis contracted to two inches in the conjugate, or obstructed by 
tumors, or other insurmountable obstacles to delivery by the natural way. 

2. For the rapid delivery of a supposed living child after the death of the 
mother. Children have been saved when the mother had been dead for 
more than an hour. 

What are the steps in the Csesarean section ? 

1 . The woman is prepared by anaesthesia and the emptying of the bladder. 

2. The operator stands by her side, with his face toward her feet, and 
begins to make his incision near the symphysis. (To avoid cutting early 
into the placental site.) 

3. An incision is made, layer by layer, in the linea alba, from near the 
pubes to the umbilicus, and, if necessary, continued further up, and to 
the left of the navel. 

4. The womb is cautiously incised. 

5. The child's feet are grasped, or the head seized by forceps, and the 
child extracted. 

9. The after-birth is delivered. 

7. The uterine incision is closed by a few sutures. 

8. The abdominal cavity is carefully cleansed of all blood and fluids. 

9. The abdominal incision is closed by suture. 

10. The operation and subsequent treatment should be conducted with 
strict antiseptic precautions. 

What is Porro's method ? 

A modification of the Caesarean section, in which the uterus is removed 
after the child is delivered, and the stump treated as in ovariotomy. 

What is gastro-elytrotomy ? 

A modification of the Caesarean section, in which the vagina is opened 
instead of the uterus, thus escaping the risks of opening the abdomen. 
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ffiTi Incision is made parallel to and just above Poupart's ligament. 
E When the peritoneum is Reached it is dissected up until the lingers reach 
the upper end of the vagina, 

3. A small incision is made into the vagina, and etilaiged by tearing wilh 
the fingers (to prevent hemorrhage). 

4. The OS uteri is hoolted into this incision. 

5. The child is turned, or the forc^ applied, and extracted throogh this 
opening. 

6. The upper wound is closed by suture. 

It is diflicult to avoid injuring the bladder, and the entire operation 
demands great skill. 

What is Hymphystotomy ? * 

The section of the symphysis pubis, for the purpose of pulling open the 
ossa innominata and enlarging ihe pelvic cavity. It is called also tlie 
Siganltian operation, after Us inventor (1777). The operation was thor- 
oughly tested when first introduced, and abandoned because It did not 
materially increase the efTective diameters and did intlict injury, sometimes 
irreparable, upon the mother. Its recent attempted revival is due to a 
craving for notoriety. 

INDUCTION OF LABOR. 
What is Ihe induction of premature labor ? 

The [>peralion by which labor is brought on at any time before full terra. 
What are the indications for its performance P 
I. In deformed pelves, a child may be delivered alive if Ubor is induced 
at seven or eight months of pregnancy, which would have to be sacriliceii 
by craniotomy if allowed to develop until full term. 

1. If the mother's life is endangered by vomiling, convuUions, or other 
causes, the operation is somelimes performed. 

How is the operation conducted ? 
(Games' rnelhad.) 1. Pass an elastic bougie six or seven inches into the 
uterus 1 coil up the remainder of the instrument in the vagina, to keep it 
in place. Do this in the evening. 

2. Next morning proceed to dilate the cervix by Barnes" (or Molesworth'a) 
dilators, until it uill admit several lingers, 

3. Rupture the membranes and reapply the dilator. 

4. Allow the natural efforts to complete delivery, or use the forceps or version. 
J. (Thomas'.) Pack the child in cotton or wool as soon as bom, and miuii- 

I tain a suitable leni[>erature by artificial heat, applied in various ways. 
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THE PERIOD AFTER DELIVERY. 

What is the period after delivery called ? 

The lying-in period, the puerperal state, or the period of involution, 
because after labor the uterus undergoes the process of involution. 

What is involution ? 

The process by which the womb returns to its original size and condi- 
tion. The tissues of the womb undergo a form of fatty degeneration. 
As the products of this change are partly absorbed and partly transuded 
and discharged from the body, the structure of the uterus becomes con- 
densed until it has become nearly of the same size and condition as before 
pregnancy. The same change takes place in all the structures (ligaments, 
etc.) enlarged by pregnancy. 

How long a time is required for this process ? 

By the tenth day the womb is so diminished as to be entirely within the 
pelvis, and the fundus is not to be felt above the inlet. After this, involu- 
tion continues at a slower rate, being completed in about twelve weeks. 

What irregularities are met with ? 

1. Sub-involution ; it may be protracted by inflammation or other concur- 
rent disease, and remain enlarged permanently, or for a long time. 

2. Super-involution ; it may be rapid and excessive, leading to atrophy of 
the womb ; but this is very rare. 

What outward or clinical manifestation of involution exists ? 
The lochia (plural), or lochial flow ; or, popularly, the flow, or cleans- 
ings. 

What are the lochia ? 

The " flow " is the discharge from the uterus and vagina which occurs 
after labor, and, to some extent, until the womb is completely involuted. 

What are its properties ? 

It is a rather thick albuminous fluid, containing oil globules, epithelial 
cells, blood corpuscles, and granular d6bris from the uterus. During the 
first day after labor it is of a red color, from the presence of blood in excess 
(or it may be blood alone immediately after labor). This may continue for 
several days, especially if any clots have been retained in the uterus, after 
which it becomes straw-colored, and finally clear and colorless. 

What is the nature of the lochial fluid ? 

It is an excrementitious product, and readily decomposes at the temper- 
ature of the body or a little higher. If retained and reabsorbed it may 
poison the blood, as any other excrement, thus causing septicaemia. 
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What if 

At first varies from one-balf ounce la several ounces per diem. U is 
[^adually (liniiiiiEbed, and after the tenlb day is usually scarcely perceptible 
being little more tlian the catuml secretion of the parts. In some women 
it is very scanty and ceases after a. few hours or a day or two, while in 
others it may continue for weeks. 

What is the normal condition as to health after labor ? 

The majority of women feel in good health, being only a little tired and 

^ Should they be permitted to do so ? 
No. Rest and (juiet are essential, to guard against the dangers incident 
this period. 
How long Ehould the woman be kept in bed and at rest ? 
Until the womb has retreated within the pelvis, and not allowed to 
work until involution is complete. Before this, the womb is enlarged and 
softened, and h subject to displacements and flexions. 

What physical peculiarities are noted in this period ? 

1. The pulse becomes slow, falling to 60 beats per minute, or less. 

2. The temperature is elevated from .5' to 1° Fahr. 

3. The skin is more active and perspiration more 

4. The urine is increased in amount. 

5. The bowels are constipated. 

6. The breasts secrete milk. 
How Boon after labor is milk secreted 7 
To B slight extent during pregnancy, and some is to be found in the 

breasts just after labor, liut the secretion is not fully establisbed for from 
seventy-two hours, beginning suddenly in some and gradually 



VThat is the nature of milk? 

emulsion of oil globules in an albuminous fluid, containing salts 
In solution. When of good quality it is rather thick (a drop adhering to 
the finger nail when inverted), of a bluish tinge and sweetish taste. The 
tnilk Ibund in the breasts just after labor differs from the subsequent secre- 
tion, in being richer in fatty matters and slightly purgative to the child. It 
is called colostrum. 

What is weid, oi milk fever ? 

; fever, lasting from several hours to one or two days, and 
occiuring in women in whom the secretion of milk is suddenly established. 
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is due to reflex irtiialion, from the sudden dcvelopmenl of seat 
changes in the breasts. Clinically, it is distinguished by a sudden tis 
temperature, preceded by a slight rigor nnd foliowid by free diapbor 

] cannot be distinguished from ao attack of Intermltlenl fever, except bj- 



What rules should be observed conceming; lactation 7 
I. During the first month the baby should nurse rbcuiarly, evei7 twAi 
hours during (be day and once or twice at night ; daring the neil moatli 
the intervals may be lengthened to three hours, and ollerward 10 
hours. Observance of ihis rule will save much trouble, 
a. The nipple should be clean, drawn out and erect, when offered le 
child, especially at Srsl, 

3. After nursing, the nipple should be washed, dried and anointed with 
cocoa, butter, or other unguent, 

4. If the breasts are lar^e and pendulous they should be supported by a 
bandage whenever the woman is in the upright posture. 

What attention does the urine require after labor ? 

Releotion is apt to occur after long khors, from temporary paralysis of 
the bladda- and urethra, from pressure. The catheter should the 
passed, within twelve to twenty-four hours after labor, and, it necessary, 
twice dally, Ihercafler, until recovery. I^Iot cloths are also useful when 
the reteolion is due to local swelling and spasm. 

How should the catheter be passed in the female ? 
1. Place the woman on her back, with the knees drawn up. 
3, Introduce the linger into the vagina, passing it from below, Upward, 

over the perineum and posterior commissure into the vulva. 

3. Partially withdraw the finger, pressing slightly on the anterior wall until 
its tip arrives at the orifice of the vagina. 

4. With the other liand pass the catheter along the fioger to the dp, in 
diately above which is the meatus. 
If this fails, the meatus must be sought for by the tip of the finger, which 

is 10 be depressed es soon as the catheter arrives al the vestibule. 

Do not try to pass the cntlieter by the sense of touch alone, if not 

promptly successful, but remove the bed clothes, and ieai for the meatus. 
What attentions do the bowels require after labor ? 
Owing to the constipation. It is usually necessary to give a purgative on 

Ihe third or fourth day after labor. This will not be needed if the bowels 

move spontaneously, and if there seeois to be a slight inclination ti 
cement, an enema will be preferable. 
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What rectal difficulty it 

Hemorrhoids, These should be caiefully replaced if extruded, after 
ibor, and during convalescence an allempt may be made to cure Ihem by 
ledicalion (Barker's pills). 

What diseases are especially liable to occur In this period 7 

The lying in woman is liable to Eepltciemia, peritonitis, and pelvic in- 

ions, thrombosis, phlebitis, pyixmia, and mastitis. 
>What is puerperal septicaemia ? 

A fever produced by the aljsorplion of septic mallei into the system 
!(Play&ir). 
a. It may occur in a severe and acute form, or in a mild ami subacole 

3. It is often associated with inflammations, by which its course is greatly 
modified. 

4. The various couditioDS resoUing from the union of septicaemia and in- 
llammalians are grouped by some umier the name of jinerperal fever. 
What are the causes of septicasmia ? 

1. Puerperal scptjcsemia is believed to be due to a specific microbe, which 
enters the body through a traumatic surface. 

2. The poison is contagious, and, under favorable drcamstances, multiplies 
with great rapidity in the body. 

3. It is betcrc^enetic, never autogenelic, and may be conveyed lo the 
abraded surface either by 

(a) the atmosphere, 

^[6) towels or sponges which have been used in other cases, or to 
cleanse suppurating wounds, and have oot been antisepticized, 
(1*) the doctor or nurse, who has been attending patients with sepli- 
ca:mia, suppurating wounds, erysipelas, diphtheria, or other 
zymotic diseases. 

4. The poison can only enter through an abraded surface. 

5. Tbe retention and decompoation of fr^ments of the placenta or mem- 
branes, clots in the uterus or retained lochia, will not produce the disease, 
hat will favor its development by forming a suitable nidus for the micro- 
organisms on which the disease depends. 

What are the symptoms and course of acute septictemia ? 
1. Slight chilliness ; no rigor, unless complicated by inflammation. 



e tOj° to 109° F. 
3. No pain or slight tenderness in hypogastrium. 
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4. Suppression of the lochia or a fetid discharge in some cases. 

5. Mind usually unimpaired, and the patient either cheerful or indifferent. 

6. Face anxious. 

7. The typhoid state usually precedes a fatal termination, which occurs 
within a week, unless recovery takes place. 

What are the symptoms of chronic septicaemia ? 

1 . The patient remains weak, and has little appetite. 

2. The tongue is pale and flabby, and lightly coated, if at all. 

3. Slight fever, of intermittent type, is present. 

4. The urine is high-colored, and constipation exists. 

How is septicaemia influenced by peritonitis and other inflam- 
mations ? 

1. The symptoms of peritonitis, and other inflammations (metritis, cellu- 
litis, etc.), are but little different in the puerperal period and at other 
times, and in all, except peritonitis, a mere mixture of symptoms is pre- 
sent when occurring with septicaemia. 

2. In peritonitis with septicaemia, the septic symptoms predominate, and a 
remarkable difference between the pulse and temperature rate is ob- 
served. 

The pulse is frequent, 120 to 150, while the temperature is slightly ele- 
vated, or even subnormal. 

The abdomen is tympanitic, yet the patient complains little of pain. 

What are the indications for treatment in acute septicaemia ? 

1. Antiseptic injections. These should be made into the uterus, and any 
retained fragments of placenta, etc., removed. 

2. Whiskey administered with a free hand. 

3. The salicylate of soda or potassa, and quinine, are also useful in full 
doses. 

How are antiseptic injections to be given ? 

1. The material to be injected may be {a) a two per cent, solution of car- 
bolic acid ; (^) tinct. iodine one-fourth, to water three-fourths ; {c) cor- 
rosive sublimate one part to 1000 or 2000 of water. Each of these has 
its advocates, and there are others less used. 

2. A tube attached to a syringe is to be carried into the uterus. (A flexi- 
ble catheter without its stylet will do very well.) 

3. The fluid is then to be injected without force, and care taken that the 
OS uteri is kept open, so that fluid can get out as rapidly as it gets in. 

4. Continue the stream until it comes away clear. 
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What are the indications for treatment in chronic aepiicoemia ? 
:. Antiseptic injections, if there is any reason to Euapecl the retention of 
putrescihte materials in the uteros. 

2. To improve the action of the excretory apparatus hy such ^enls nx 
calomel, ipecac, and saline laxatives. 

3. The salicylates or quinine, in small doses. 

What are the indications for IreatTnent in inflammations, com- 
plicated with septicfcmia ? 

The septicemia is to be regarded as the chief trouble, and the inflam- 
mation combatei! as a secondary mailer. 

What is uterine Ihrambosls ? 

The formation of clots in the uterine sinuses, dae to imperfect contrac- 
tion of Ihe womb ofier delivery. 

What results may follow from thrombosis ? 

1. Detachment of fragmenls, and formolion of emboli in other struclarca, 
as in the lungs, brains, elc, leading to inflammations in the obslructed 

2. Purulent liquefaction of the thromlmi and subseqneut escape of pus Into 
the circulation, causing pyemia. 

3. Extension of the thrombus into consecutive veins, causing phlebitis. 
What is phlegmasia alba do lens ? 

Also called " milk leg," is an inflammation of the cellular tissue of the 
thigh and leg, usually associated with femoralor crural phlebitis. Tbiom- 
basis of the vein may precede or coexist, but is not always present. 

What are the symptoms of " milk-lcE " ? 

It begins usually in the second week with— 

1. Irregular chilliness and malaise for several days, 

2. Fain in the leg and abdomen, of a dragging character. 

3. A dislinct rigor, and swelling of the leg, 

4- Fever of a remittent type, changing to intermittent as recovery advances, 
or becoming continuous in grave cases. 
What peculiarities attend the swelling ? 

1, The skin is white and tense. 

2, A red streak marks the line of the vein when phlebitis is present 

3, Idter, the vein feels like a hard cord when palpated. 
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What are the results of ** milk leg " ? 

1. It may end in complete resolution. 

2. An abscess is formed along the vein, and discharges. 

3. Gangrene and septicaemia may be developed. 

4. If thrombosis is present, emboli and pyaemia may occur. 

In all cases recovery is slow, and the leg is apt to remain weak and 
become oedematous, from permanent obstruction of the vein. 

What is the treatment indicated in " milk leg '* ? 

1. To control inflammation. 

2. To relieve pain. 

3. To support the patient's strength. 

The Hrst can be best effected by the use of atropia, in a one per cent, 
solution, applied to the parts with a cloth, or by belladonna ointment. 
Warm fomentations are also useful, and a lotion of lead water and lauda- 
num, applied warm, is also useful in relieving pain. Anodynes may be 
given as needed. Absolute rest is essential. If an abscess forms it may 
be evacuated, and applications of tinct. iodinii are useful in promoting 
resolution. 

What is mastitis ? 

Inflammation of the breast. It is divided into : I. Glandular; 2. Inter- 
stitial, and 3. Sub- glandular. In the first the lobules of the gland are 
inflamed. In the second the connective tissue is inflamed. In the third 
the connective tissue beneath the gland is involved. 

What are the symptoms of mastitis ? 

1. In interstitial and sub-glandular mastitis the symptoms are those of 
abscess in the cellular tissue anywhere; slight constitutional disturbance, 
except in large sub-glandular abscess, and the pain is not increased by 
suckling the child. 

2. In glandular mastitis there is a rigor and high fever, preceded by a hard 
lump in the breast, and suckling causes severe pain. 

What is the treatment of mastitis ? 

1. When the connective tissue is involved suppuration is almost inevitable, 
and is to be treated on general surgical principles, poultices, early in- 
cision and antiseptic treatment being usually indicated. 

2. In glandular mastitis various measures have been employed ; massage 
or stroking, rubbing and kneading the breast; endeavoring to empty 
engorged milk sinuses, and to remedy the blood stasis. An ice-bag is 
strongly recommended; also compression by strapping with adhesive 






plaster, or with a plnster-of-Paris dressing. To directly aiFecl llie blood 
supply and functional activity of the gland, belladonna is used, inlemally 
and exletoally. The sulphide of calciiim internttily, and iodide of lead 
externally, are used, and many olher remedies have advocates. 
Iq all cases the breast should be suspended in a sling. When incisions 
sre necessary [liey should be made in a line radialing from the ni[iple, to 
avoid severing milk ducts, the abscess cavity should be washed out thor- 
oughly with an antisepLic snlalion and dressed antiseptically, and quinine 
should be given wilb a good diet, and stimulants if necessary. 
V/hat are the chief causes of mastitis ? 
Cold, obstruction of milk ducts, septiciemla and sore nip|]les. 
V^hat affections of the nipple are met with ? 

The nipples may be simply tender, or inflamed, wilh resulting nhrasions, 
excoiialions and fissures. The inflammation may be simple, aphthous or 



^KHa: 

^^^m othe 



How are sore nipples to be treated ? 

1. Stc^ suckling, and have the milk removed by a pump or massage. 

2. Apply astringent remedies, or such as act by excluding the an*. The 
best applications are lannin and glycerine, compound tincture of benzoin, 
collodion ; but all treatment will be uncertain if the child is allowed lo 
nurse while the nipple is sore. 

I What are agalactia and f^lactorrhcea ? 

R, Agalactia is a suppression or greatly diminished How of milk. The 

secretion of milk may be augmented by free use of fluids, especially 

milk, and by persisling in applying the child lo the breast. ALtenlion to 

the general health is important. 
2. Galactonhcea is an excessive secretion of millt. This may be remedied 

by the use of coffee and belladonna, and by a diet consisting of very little 

liquid and more solid food. The name is sometimes used to denote 

incontinence of milk from w.irit of muscular tone in the nipples. This is 

lo be treated wilh astringents. 

What are the principal congenital defects in the child which 
require attention ? 

Hure-lip; imperforate anus or urethra; spina bifida; club-foot; cephal- 
patnlous foramen ovale. 

"What general rules are applicable to these affections f 
Hare-lip is to be operated on at once, if it interferes wilh suckling; 

Otherwise we may wail a few months, until the child is slrouyer. 
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2. Imperforate anus and urethra are to be operated on at once. 

3. The treatment of other malformations should be begun as soon as 
practicable. 

What is a cephalhaematoma ? 

A swelling upon the parietal bone, consisting of blood effused under the 
periosteum. It begins usually within an hour or §0 after birth, and is 
important only in that it may be confounded with a caput succedaneum. 

How is the diagnosis made ? 

In cephalhaematoma the swelling never extends beyond the edges of the 
parietal bone. Aspiration will show that the contents consist of blood, 
which is very finely clotted, and which remains fluid. The cephalhaema- 
toma becomes larger as the effusion dissects up the periosteum, and the 
edges are sharply defined, giving the impression that the skull is fractured. 

What treatment is indicated ? 

It does best when left alone ; if the swelling is great, an incision may 
be necessary, to relieve tension. The only danger is from irritation of the 
scalp and erysipelatous inflammation. It generally disappears after four or 
Ave weeks. 

What is a patulous foramen ovale ? 

A failure of the foramen in the auricular septum to close after birth. 
Hence the blood is diverted from the lungs. The child is subject to spells 
of partial asphyxia (rarely continuous) and the face becomes dusky or 
livid ; hence the name a " blue child." 

What is to be done ? 

Treatment by posture; the child is to be kept on its righl side, that the 
action of gravitation may hinder the escape of the blood through the 
foramen. 



A BDOHEN, ENLARQED 

Abdominal muiclo, wSm'oi-.'. 
Abortion, ouja of, _ 


INDEX. j 


1 

1 


= £ 








r««SAREAN SECTION 


Caruncil:;'",".".'';'!'"."./" 

Ca.h«cr,i.- 

Caul 

Cephalli3:ir„u 

Ctphilk ^=,.:., 






Aliet-b-blh „. 51 






Albumlnurin Id pregnoney 


!' 


Cephaloliipiy 


Is 

39 
49 

•i 
1 






wattr'of!! ."!'.'.".'. ZZ'.'.'. ".'.'.'. 


:::::: S 






"'■"■SiES;::^;::;:;;:::;::::: 




56 


A=ch^^^oFfaii-j-oro«:;;:::::: 


■■- .2 

<o 


Chlo™ro™.^A™.h=tlc. ' 






cu^^.^=:r ::::::;::: 


l;^^^;;";;:^— - 


r:,1 


SS;;^^:™"::.- ::::::::::::::;:.:;:::;:. 


ta Iht child 

gAQ OF WATERS 




Congeailal defccu ~ 


4« 


— ir^ianieMrofoude. 




•■■■■■ «9 








&S-;: 

gS""':::;.::::...:: ,.■;: 




«" 




Hood. alUiatioD ia preFoncy., 


„....4«-« 

— 13 






■-■■■' '9 


KS»='E=EE 




Breech prtsentalion 


fii;ei3,|9 








115 



116 



INDEX. 



PAGB 

Delivery, mechanism of. 60 

Diameters of pelvis 14 

——^ of foetal head 62 

Dilatation of os 52 

Displacement of uterus 48 

of OS uteri 75 

Distention, lines from 43 

Double uterus 20 

Douglas' cul de sac 21 

Dropsy of amnion 80 

Ductus arteriosus 34 

venosus 34 

Duration of labor 53 

of pregnancy 50 

Duties of the physician 54 

Dystocia 72 

maternal 7a 

ovular 79 

——placental 92 

uterine 72 

ECLAMPSIA 89 

Electricity j8, 58, 87 

Embryotomy loi 

Emphysema of neck 94 

Enoometrium 18 

Enema in labor 55, 108 

Episiotomy 58 

Ergot 74 

Eustachian valve 34 

Evisceration 102 

Evolution, spontaneous 72 

Examinations in labor 54 

Expression of child 74 

—of placenta 53 

External organs 22 

Extra-uterine pregnancy 37 

-pACB PRESENTATION 63 

■*• — — mechanism of 67 

Fallopian tubes 30 

Fecundation 39 

Fillet 71 

Fcetus, diameters of. 63 

— — dimensions of. 34 

growth of. 34 

movements of. 45 

nutrition of. 33 

respiration of 33 

papyraceus 37 

Follicles (Graafian) 25 

Fontanelles .• 61 

Foramen obturator 13 

ovale 34, 114 

Forceps 95 

when to apply 98, 100 

Fossa navicularis 23 

Fourchette 33 

Fundus uteri 17 

Funis, kno^s in 34 

■' nature of 33 

■ prolapse of. 81 

rupture of. 81 

shortness of 81 

to tie 58 



PAGB 

Funis, souffle of. 46 

Funnel-shaped pelvis 78 

GALACTORRHCBA X13 

Gastro-elytrotomy Z04 

Gastro-hysterotomy J04 

Gastrotomy Z04 

Germinal vesicle and spot 35 

Gelatin of Wharton 33 

Glands of vagina 31 

vulvo-vaginal 33 

-^— of uterus .' j8 

Graafian vesicles ,. 35 

UEAD, PGBTAL, DIAM- 

*^ etersof..... 63 

Head and foot presentation 73, 83 

Head-lockine of twins 83 

Heart, sounds of foetal 45 

Hemorrhage, accidental 84 

post-partum 87 

unavoidable 84 

Hemorrhoids 109 

Hernia 77 

Hour-glsuis contraction 93 

—— ante-partum 74 

Hydatiform mole .'. 39 

Hydatid pregnancy 39 

Hydraemia tfi 

Hydrocephalus 8z 

Hydrops amnii 80 

Hydrorrhea 39 

Hydrothorax 83 

Hymen 33 

TLIUM XI 

^ Ilio-pectineal line 14 

llio-ischiatic line 14 

Induction of labor 105 

Inertia of womb 73 

Iniections, antiseptic no 

Inlet of pelvis 14 

Intestine distin^ished from funis 8z 

Intra-uterine injections zio 

Inversion of utenis 93 

Iodine, haemostatic 87 

-^— — antiseptic zto 

Ischium zo 

KRISTELLER'S METHOD 74 
Kyphosis » 78 

T ABIA MAJORA 33 

*^ —^— minora 33 

oedema of. 77 

Labor, determinii^ cause of. 50 

duration of.. 53 

mechanism of. 60 

pains 51 

——phenomena of. 51 

premature 40 

induction of 105 

stages of. 51 

Laceration of cervix 76, 95 

of perineum..., 57, 95 

Lactation Z07 



^ ... 


EX. IIT 


UgBOKnliofuKnii...:. 19 










aio-p^SbBd — „ .+ 

Liquor annii 34 








l3z:!!:r:~::;:::;;::::;;:::::::: .^ 

Lying-in p=ri»d ,oe 


miucl^ of, .e 
















l»«raIion^^f,.„. 57,93 

— rigilihy'^f!^!.''.".;::::;":;::::.:::::: ^ 






M...4£™.'±=r;== a 


S'.^"^"'"'^ ,\l 






Milk .07 

ulcrint ~ 33 

Mllkle^ i„ 


delivery of. sj 




!uc«riurf,. S3 


Hole.^°y 35 


Mou vcunii ..__. „ oj 


Plana o( pclvd 15 


SsS^^'iS;^ - 4? 


KiS^irr.:;;:::-: :::::;,::.;: 'S 




MyniKrm crvnela ™ _ « 


FoM-pinam hcnoirhigc S; 


JJABOTHl OVULA >s 






- — =diphj.i=m> of ;.■;;:;:.. u, 

Ntrvaorulenii a 

Nj^lei^ia pregnancy 4B 




hydaiid „.. 35 








Ny«.ph« .J 

/-JBTORATOR F0RAM8N ij 

Ssin'^uSr"""- — ti 

CEderaa of Mull 76 

S.TiS'S""" ;! 








iniJucliDn of. mj 


!*3l=:::r::::::r:.r=£ 






^Bonloryof Mcmn. ,4 




«£=-:==::::.=:::::: S 


fSSi-"::::::::::::;;;; ; ;! 


oSSii^:::;:™:::;:™:::™:::::::::: S 

KKl:^!:'™:::^::-:::::::::::::::: ;^ 


fSSea-sr'-"- ,a 













118 



INDEX. 



PAGB 

QUICKENING 46 

RESUSCITATION OP CHILD 58 

Restitution 64 

Retroversion 48 

Rigidity of cervix... .» 75 

— — of perineum 77 

Rigor in labor 57 

after labor 59 

Rosenmiiller, organ of. 21 

Rotation 64 

Rupture of uterus 88 

SACROILIAC BEAM xz 
— — — joint 13 

Sacrum xo 

Scoliosis „ 78 

Secondary hemorrhage 88 

Segmentation of ovum 30 

Semen 39 

Septicaemia 109 

Sigaultian operation 105 

Signs of pregnancy 43 

Souffle, funic 46 

utero-placental 46 

Spondylolisthesis 78 

Spontaneous evolution 73 

— — — version 72 

Stages of labor 51 

Strait, inferior 14 

superior 14 

Subinvolution xo6 

Sub-pubic arch 13 

Superfecundation 36 

Superfcetation 36 

Superinvolution 106 

Sutures 61 

Symphyseotomy 104 

Symphysis pubis 13 

Syncope 83 

npAMPON 41,86 

*• Temperature, post*partum 107 

Thrombosis, uterine iii 

Thrombus of vulva 77 

Traction on forceps 97 

Transverse presentation 63,64,72 

Transfusion 88 

Tubes, Fallopian 20 

Tumors, obstructing labor 77 

Turning 100 

Twin pregnancy 36 

Twin labor 83 

Triplets 36 



PAGB 

TJMBILICUS... 35 

^^ Umbilical cord ^ 32 

vesicle 32 

Unavoidable hemorrhage 84 

Uraemia 90 

Urethra » 24 

Uterus 17 

— — changes in pregnancy 35 

—^— contractions of 44, 51 

— — — displacements of. 48 

■■ dimensions of 17 

■ double 20 

inertia of. 72 

■' inversion of. 93 

— — involution of xo6 

' ligaments of. 19 

■' nerves of 18 

■' rupture of. 88 

■' supports of. 2 J 

Uterine inertia 72 

milk 33 

thrombosis m 

Utero-placental souffle ^ 46 

■' vacuum 93 

VACUUM, UTERO-PLACEN- 

^ tal 93 

Vagina ai 

bulb of. 32 

— — ^ change in pregnancy 43 

Vectis zoo 

Velamentous insertion of cord 93 

Venesection 91 

Vemix caseosa 35 

Version xoo 

Vertex presentation 60, 63, 64 

Vesicle, umbilical 32 

Vestibule 24 

Viable 40 

Vicarious menstruation 28 

Vitelline membrane 25 

Vitellus 25 

Vomiting in labor 57 

in pregnancy 47 

Vulva 22 

Vulvo-vaginal gland 22 

WHARTON'S GELATINE 33 
Weid Z07 

Womb (vide uterus) Z7 

XENOMENIA 28 



I 



THIRD EDITION. 

Potter's Materia Medica, Pharmacy 
and Therapeutics. 

A Handbook of Materia Medica, Pharmacy and 
Therapeutics, including llic Physiological Action of 
Drags, Special Therapeutics of Diseases, Official and 
Extemporaneous Phatmacy, etc., etc. Hy SamX O, L. 
PoTTEB, M.D„ M.R.c.p. (Lood.). Professor of the Prac- 
tice of Medicine, Cooper Medical College, San Fran- 
cisco, late A. A. Suipron, U. S. Army, Author of 
" Quiii-Compends " of Anatomy and Materia Medica, 
"Speech and its Defects," etc. 
Third Edition. Cloth, $4.00 ; Leather, $5,00. 



Thi. book o 



aim many unlqur f«. 






I of sl^le I 






Mllyan 



hypoiamic £rDiu1ii, etc., all Tcndeiiog it thi Dii»t complete i 

ThB TbsnpEUtlc GaulU ay>; " The author hu ainiF. 
embrace InuiDglo vdIuikq tbecucntbL&ofpracLica1ni»teiiAffiei 
aTH] iherapemioi. and has produud a book unnll etiough for i 
carrinEc and ready rereieau, laigc enouEb ta contain a caiel 
digeileil. full, clear and wetl-arranged mail oriafoimati 
He hu not adhered to nay pharmncapiEui, as is the caie of cet 
mcnl mnnuals, thereby Ilmiling his work, and in Ibis day ' 






iiedy of'al 



. while it may 
ic.wmbeofi 



gdttin drugs and forjjolt.n nietl 
■uiced lodlflereni disorders, a 
tianbas been made, both inthcai 
particularly fuitcd 10 the remedy. 
Ihllowed by a canlDRue of druat. I 
tlet.aad as such will prove of im 
The ChicaiD Unocal Joutdb 



.IphabciicDl anangcmepl c 

ml which^a™°been'fou. 
esuaieaalendli 

t^Ddi. In the 



ssful eSbn 



'°S«»dy^^ 



i 



Diseases of the Skin. 

By T. HcCALL ANDERSON, U.D., 
Prufmn' ^ cubical Mtdiciiu n tki UnivtrnC a/Glaigevi. 

Auisied by Di. Tahis Chkistr, Sk't Londoo fipidemiailogiciL 
Soclcry tor IndiLn Ouati >ml Eut Afctca : Mem. Hedic;U Soc. o( 
Bambay. Etc. Dr. HurroHC.CAUUtuH.SurieDDUii] LecIUKt 
Id Wniecn InfinDnry. Glugc»; Surgesn to QlUEav Hmpitil 

OD Systematic aDdClinicnl Surgery, RoyaUnfinmuy: Saricoii to 
RoyiJ InlirDiiiy and QuIdreiTB H<Mpit>l, GLugow, etc. 
COLORED PLATES AND MANY WOOD CUTS. 
Odivo. SSOPtget. ClDni,t4.60: Luth«r,tB.SO. 

Atnsliie on DiteaieiiDf the SIcin, Hilh special lefireDce u Ihalt 
DiflanDtii and Tre«tment, iQCludiiia an analyii«tif ii,ac»CoiiKCu- 
tive Cwe*. Thoroughly llimiraiea by ne» and handnoine wood 

rAStICTJlABI<T BiaoiTQ IS TEEATMEHT. 

There tau been no complete trealise on Deimatologir luued for 



■ century, for studying DlBCBaea of the Skin. 1 Dowvenlur 
to lay befoce my proleaalanal brethren the reiulU of m; 

No happier iniiodiicilDii could h^ivebcen written by the uthc 

Anderson hLLs ! r .md a hoB[utal pbyBlciar 

IhouEh not i-- " I I'lnde^tood. Hia experi 

phytic l>n will feel thai 

cullies of diagDoftti iuu 
luccrasfLUy. 

PRESS NOTICES AND RBC0HMENDATI0N8, 



■tal Dhimt!. Suit Xidicti 




OATALOQUE Wo. T. 



SEPTEMBER, [ 



A CATALOGUE 

Books for Students. 



? QUIZ-COMPENDS ? 



CONTENTS. 



Eye Diiieasi 
KfcrtHeily, 
G)™colt«) 



Pnthology, Hislology,. 
Phfltmaty^ . 
Physical DingDosb 
Physiology, . 
PracH« of Medich 



P. BLAKISTON, SON & CO., 

Medical Booksellers, Imporfers and Publishers. 

LARGE STOCK OF ALL STUDENTS" BOOKS, AT 
THE LOWEST PRICES. 

1012 Walnut Street, Philadelphia. 



%• For »le by all BoolUElkn, or any book will be lenl 
ponpili], upon receipt arprice. Caltiloguei or books on nil 
of Uedicinc. DeDUtcry.PhaTmpcy.oEc. supplied upon «p; 






»-Gou1d-i New Medical Dlcti 



■y JuM Ready. St/agl iD 



A NEW SERIES OF 

STUDENTS' MANUALS 
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THIRD REVISED EDITION, POTTER'S THERAPEUTICS. 
A UNIQUE BOOK. 



POTTER'S MATERIA MEDICA, PHARMACY AND THERA- 
PEUTICS. Third Edition. Revised and Enlarged. A i land. 
book; ioclnding the Physiological Action of Unigs, Special Tlierapeutica 
of Diseases, Official and Extemporaneous PbanoaCf, etc. By S. O. L. 
Potter, m.a., k.d,. Professor ol the Practice of Medicme in Cooper 
Medical College, San Francisco; Late A. A. Surgeon, U. S. Army. etc. 
A new Edition in lu^er type. Octavo. Cloth, S4.00; Leather, (15.00, 

Dr. Potter has become well known as an able compiler, by bis Compenda 
of Anatomy, and of Materia Medica, both of which have reached four editions. 
Iii this book, more elaborate in its design, he has shown bis literary ahilities to 
mncli better advantage, and all who examine or use it will agree thai be has 
produced a work containing more. correct information in a practical, concise 
form than any other publication of the kind. The plan of the work is new, 
and its contents have been combined and arranged in such a way that it offers 
a compact statement of the subject in hand. 

Part I. — Materia Mbdica and Therapebtiis, the drugs being arranged 
in alphabetical order, with the synonym of each first; then ihe description nf 
the plant, its preparations, physiological action, and lastly hs TherapeuiUs. 
Thispnrt is preceded by a section on the elnssfication of medicinea as follows: 
Agents acting on the Nervous System, Organs of Sense, Respiration, Circu- 
lation, Digestive System, on Metabolism (including Restoratives, Alteratives, 
Astringents, Antipyretics, Aniipblogi sties and Antiperiodics, etc.). Agents act- 
ing upon Excretion, the Generative System, the Cutaneous Surfaces, Microbet 
«nd FermeBts, and npon each other. 

Part II.— Phakmacv and Prescrhtion Writing. Written for the use 
of physicians who put up ibeir own prescriptions. It includes — VVeiglits and 
Measures, English and the Metric Systems. Specific Gravity and Volume. 
Prescriptions. — Their principles and combinations; proper methods of writing 
Ibem; sbbreviations used, etc. Stock solutions and preparations, such as a 
doctor should have to compound his own prescriptions. Incompatibility, 
Pbaimaceutical and Therapeutical. Liquid, Solid and Gaseous Extempo- 
raneous Prescriptions. 

Part III. — Special 7 iterafeutics, an alphabetical List of Diseases — a 
real Index of Diseases — giving the drugs that have been found serviceable 
in each disease, and the authority recommending the use of each ; a vety im- 
portant feature, as it gives an authoritative character to the book that is unusual 
U) works on Therapeutics, and displays au immense amount of research on the 
part of the author. 600 prescriptions are given in this part, many being over 

The Afpendix contains lists of Latin words, phrases and abbreviatirais, with 
Bieir English equivalents, used in medicine. Genitive Case Endings, etc, 36 
Formuln; for Hypodermic Injections; a comparison of 10 Formula of Chloro- 
dynej Formnlie of prominent patent medicines; Poisons and their Antidotes; 
Ktlerenlial Diagnosis; Notes on Temperature in Disease ; Obstetrical Memo- 
imda^ Clinien! Esaminolion of Urine; Medical Ethics; Table of Specific 
Gravities and Volumes ; Table showing the nMirtict o\ ittjij^ \tv t 'ft,«ci*«'»>J«ai- 
alraiifm Ugniils and the weight of one fliiidiac\vTO iti e'»°*>'>^'^ ii,\a!3»V« 
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